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Vow OBX The A.O.A. Code of Ethics and 
° its 1958 interpretation 


New (2nd) Edition! Flint’s 
EMERGENCY TREATMENT AND MANAGEMENT 


panded. Valuable new sections are included on Abandonment, 
Court Testimony and Malpractice. There is new material on 
toxic effects from recently developed fungicides, insecticides 
and other similar compounds. You will find the latest drugs 
and newest methods in treating such problems as: cardiac ar- 
rest—barbiturate intoxication—cold injuries—diving injuries 


An indispensible guide for every medical man. This New 
(2nd) Edition gives you concise, immediately usable advice on 
treating practically every emergency you'll encounter ... from 
ibdominal pain to vertigo. Emergency situations are alpha- 
ietically arranged for quick reference. 


specifically covers examination and treatment for —artesial 
such Common emergencies as: abortion, asphyxiation, bullet Whether your patient has been stung by a | —_ 
wounds, burns, coronary attacks, drownin ilepsy in- 
4 8, poison or is suffering from massive hemorrhage, this handy 

S, p , shock, sna S, 
guide puts ready help at your fingertips. 
sprains, and virus infections. 
By THOS. FLINT, JR., M.D., Director, Division of Industrial Relations, 


This outstanding revision includes many important advances. Permanente Medical Group, Oakland and Richmond. Colifernia; Chief. 
* Emergency Department, Permanente Medical Group, Kaiser Foundation Hospi- 


The section on Pediatric Emergencies has been heavily ex- tal, Richmond, California. 539 pages. $8.00 New (2nd) Edition! 
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nflammation 


ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 
Rapid and prolonged relief—with less intolerance. 


The analgesic and specific anti-inflammatory action of BuFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.’) 


No sodium accumulation. Because BuFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 

Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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probably the casiest-to-use x-ray table in its field 


stationary anode x-r 
tubes. Full power 


CXTREMITIES 


know why? look . . . 

1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 
3 Press the exposure button 


That’s all there is to it. No time, KV, or MA adjusting to do. 
f No charts to check, no calculations to make. 


obviously as canny an x-ray investment as you can make 


Modest cost 

Excellent value 

Prestige “look’’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JoURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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if you were y 
in the rheumatoid arthritic’s shoes, 
Doctor... 


wouldn't you want a steroid 


with a proved record 
of safety and success’? 


METICORTEN 


prednisone 


you can count on rapid relief from pain, swelling and stiffness followed 
by functional improvement and maintained on an uncomplicated, 
low-dosage regimen with minimal chance of side effects} 
and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids{ 
+Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


MC.J-2288 
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artamide 


THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ARTAMIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 


Each artamibe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4 gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (14 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. supPiiep: ARTAMIDE Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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protection against angina pectoris 


in every walk of life 


prevent 


Peritrate* 20 mg. i 


the accepted basic therapy in the th f coronary disease 
* reduces the frequency and severity Of attacks 

* increases exercise tolerance 

¢ lowers nitroglycerin dependence 

* improves abnormal EKG findings 


to relieve the acute attack 


sublingual 
Peritrate with Nitroglycerin 


replaces ordinary nitroglycerin in the patient taking Peritrate 
(not meant to replace Peritrate) 


* provides immediate relief of pain 


* automatically supplies an increased level of Peritrate for 
additional protection during the stress period 


tetranitrate) 
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ERAP 


TOLERATED 
EMPTY STOMACH! 
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e serum response in 3 hours 
) e clinical response in days 


e between-meal administration 
for better utilization 


e WITH SIDE EFFECTS INSIGNIFICANT™ 


48 patients’ —serum iron rose rapidly, given on empty stomach in all cases—no 

Hb. response prompt gastric upset, diarrhea or constipation were found 
91 patients? — significant reticulocyte response even in those with peptic ulcer, gastritis, lack 

in 6 days on 2 tabs. t.i.d. in moderate of side effects was reported as quite impressive 
hypochromic anemia—found extremely useful —slight gastric upset in one patient 

102 patients’ —a remarkably sharp rise in one complaint of mild constipation 


hemoglobin levels was demonstrated 


62 patients* — reported to be a real advance 2 instances of G.I. upset disappeared 

in iron therapy with dosage adjustment 

563 patients’ — found to be efficiently absorbed only eight cases of mild intolerance— 

and to provide predictable clinical results no side effects even in patients with peptic ee 
120 patients®— peak reticulocyte response not a single complaint of upset, 

on fifth day FERRONORD taken on empty stomach in all cases 
41 patients’ — average daily Hb. rise of 1.6% well tolerated in peptic ulcer and gastritis 


patients—given on empty stomach in all cases 


10,016 patients*— Hb. response excellent, only 4.39% of cases reported any side effects— 
average treatment period 4-6 weeks usually adjusted with dosage 
DOSAGE SCHEDULE BIBLIOGRAPHY: 
Average adult dose: initially, 2 tabs. b.i.d.; 1. Dwyer, T. A.: Clin. Med. 4:457, 1957. 2. Pomeranze, J., and 
andon, jurg. 
FERRONORD tablet supplies 40 mg. of ferrous 5. Frohman, 1. P., and others: Scientifie Exhibit, Sixth Congress 
1ron, Internat. Soc. Hemat., Boston, Mass., Aug. 26-Sept. 1, 1956. 
6. Wagner, H.: Landarzt 31:496, 1955. 7. Jorgensen, G.: Arztl. 
40 mg. iron per cc. New York, N. Y. 


(erano or SULFATE COMPLEX) PAT. PENDING 


= 4 Nordson Pharmaceutical Laboratories, Inc., Irvington, New Jersey 
‘ormerly Nordmar. 
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Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


for everyday pain control... 


for your many patients requiring 
potent analgesia but not an injected narcotic 


Proved by extensive evaluation'?> in 1998 patients in diverse 
areas of medicine and surgery, including: 


arthritis, bursitis, early metastatic carcinoma, fibrositis, 
grippe, herpes zoster, ligamental strain, low back pain, 
menstrual pain, myalgia, myositis, neuritis, pleurisy, 
postoperative pain, postpartum pain, sciatica, trauma, 
dental pain 


© exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 


© prompt, potent action—as potent as codeine 
© documented effectiveness and safety? 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of Wijeth 


ethoheptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 


Philadelphia 1, Pa. 


1. Cass, L.J., et al.: J.A.M.A. 166:1829 (April 12) 1958. 2. Batterman, 
R.C., et al.: Am. J. M. Sc. 234:413 (Oct.) 1957. 3. Medical Department, 
Wyeth: Final Report on the Clinical Evaluation of Zactirin. 


he 


‘treatment of coughs due 
olds is its potent antihistamine action, through two agents: 
and for its high 


spoonful 
Supplied in 16-ounce 


s due to colds or alle 
ochloride, Par e-Davis). . .24 mg. lto 2 
Benadryl hloride (diphenhydramine hydrochloride 


THE PHYSICIAN NEEDS SPECIAL PROTECHION, 


true 
security 


can be yours with 
a plan tailor-made 
for your special needs 


As a physician, you know that only 
proper diagnosis and preventive meas- 
ures now can protect your patients’ 
future, and that you are especially 
qualified to offer this particular pro- 
tection. 


Similarly, as insurance specialists, 
the people of Mutual Benefit Life are 
unusually qualified to examine your 
present and coming needs and to pro- 
tect your future. More than a century 
of serving the medical professions has 
given us thorough experience concern- 
ing your particular circumstances. 


Mutual Benefit Life offers you 
TRUE SECURITY tailored to your 
career and to the future of you and 
your family. This plan will fit your 

articular earning curve which starts 
ater, rises rapidly, declines sharply 
without the cushion of company bene- 
fits. Flexible Mutual Benefit Life plan- 
ning will take into account all such 
special considerations in giving you 
TRUE SECURITY. 

Ask your Mutual Benefit Life man 
about TRUE SECURITY. A person- 
alized, comprehensive plan can be 
yours today with the most liberal 
coverage in Mutual Benefit Life’s 113- 
year history—and at a new low cost. 


MUTUAL BENEFIT 


The [| FE Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK, NEW JERSEY 
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58, Noy. 


A notable advance in topical 
therapy of psoriasis: Keratin- 
dispersing action;' stimulation of 
healing. 


Successful results ranging to 
complete obtained** 
in patients with: m scalp-to-toe Pso- 
riasis ® psoriasis of many years’ 
duration # psoriasis involving ten- 
der areas. 


Treatment-fastness has not 
occurred 


Safety: Avoids potential hazards of 
other therapies — mercury, arsenic, 
corticosteroids, x-rays. 


A noteworthy advance cosmet- 
ically: Nongreasy, nonstaining; 


alpho 


vanishes on application to the skin. 
May be used freely on the scalp. 


Application: Rub thoroughly 
into lesions 2 to 4 times daily. In 
eases of long duration, initial re- 
sponse may take several weeks. 
Often, in obstinate cases, hot baths 
before applications hasten response. 
Maintenance: Apply 2 or 3 times 
weekly, or daily if necessary. 


Formula: Allantoin 2% and special coal 
tar extract 5% in a lotion base. 


Supplied: Bottles of 8 fi. oz. 


(1) Flesch, P.: Reported Conf. Y. Academy 
Sciences May 9, 1958 (In Press). 3) Bleiberg, J., 
and Saltzman, J. A.: Clin. Med. 5:485 (Apr.) 


1958. (3) Bleiberg, J.: ineported Conf. N. Y. Academy 
Sciences May 9, = ‘(In Press). (4) Clyman, 8. G.: 

Reported Conf. N. Y. Academy Sciences May 9, 
1958 (In Press). (5) Samitz, M. H.: Reported Conf. 
N. Y. Academy Sciences May 9, 1958 nin Press). 
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with Softran 
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Softran is a “true” tranquilizer 


Softran is effective for mild to moderate anxiety-tension states 


Softran produced no undue drowsiness or other side effects 
In studies using buclizine [sor TRAN] for patients with anxiety associated with infey 


Allows natural sleep by releasing tensions 


Softab form is convenient...can be take 
anywhere, anytime, no water needed. 


NEW TRANQUILIZEA 


Provides effective tranquilization with phys 
iological safety. 


Often reduces hypertension by means of 
extended relaxation. 


Pharmacologic screening involving four distinct types of techniques has demoy 
strated that buclizine [SoFTRAN] is a “‘true’’ tranquilizer. The experimental anind 
did not exhibit motor stimulation or depression often seen with a number of agen! 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; Real 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Stanford 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central Nemo 
System, submitted for publication. 


Studies with buclizine [SorTRAN] indicated it to be a potent and versatile therapeu 
tic agent with clear-cut tranquilizing properties. It was found to be an effectiv 


Softra 


Noftre 


ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation. 

With the tensions and stresses of everyday life mounting to a new high every day 
the need for such preparations is apparent. The absence of habituation and tolera 
... makes it of especial value. Additional properties of antihistaminic, anti-nauseat 
anti-motion sickness and hypotensive activity make buclizine [SoFTRAN] a valua 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, 
new Tranquilizing Agent, submitted for publication. 


tility SoFTRAN was found to be an effective tranquilizer. In doses of 50 mg. twit 
daily adequate effectiveness was obtained without undue drowsiness or other notic 
able side effects. Schultz, John M.,M.D., Miami, Florida: Excerpt from clinical stud 
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take 


Formula: 


Usual dosage: 
One 50 mg. tablet, 1 to 3 times daily 
Cuitpren: One 25 mg. tablet, 1 to 2 times daily. 


as demo ftran is a superior tranquilizer in disturbed menopausal patients 


ital 
r of agent 
rris; Read 

Stanford 
il Nervou 


therapeu 


We have been using buclizine hydrochloride [SorTRAN] for six months on over 200 
patients, both obstetrical and gynecological. We have found it to be a very superior tran- 
quilizer in those patients who are at the menopause age and require adjuvant therapy to 
ordinary hormone replacement . . . It has been universally well tolerated. In only two cases 
in the entire group has there been objectionable lassitude or drowsiness. These have been 
counteracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M.D., Seattle, Washington: 


Excerpt from clinical study. 


effectvgsoftran often reduces hypertension 
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very day 
tolerancé 
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valua 
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It is particularly noteworthy that systolic blood pressure is often reduced in patients with 
essential hypertension. Diminution of psychic stress factors is apparently responsible for 
this hypotensive effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine a New 
Tranquilizing Agent, submitted for publication. 


oftran relieved anxiety symptoms associated with infertility 


Buclizine [SorTRAN] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
ties were observed with the buclizine-containing preparation [SOFTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was well tolerated; side effects, such 
as drowsiness, were minimal. Tyler, Edward T., M.D., Los Angeles, California: An 
Evaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication. 
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Buclizine Hydrochloride.................-50 mg. & 25 mg. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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IT IS SO REWARDING 
AND 


SO EASY 


TO SWITCH TO 


“WIDE SAFETY MARGIN” 


(White’s Brand of § Amorphous Gitalin) 


REWARDING BECAUSE — Gitaligin provides safe, smooth, controlled cardiac therapy. 


AVERAGE THERAPEUTIC DOSE IS ONLY 1/3 THE TOXIC DOSE.* The average therapeutic 
dose of other digitalis preparations is approximately 2/3 the toxic dose. 


ELIMINATION IS FASTER than that of digitoxin or digitalis leaf. Therefore, toxicity, should 
it inadvertently occur, would be of much shorter duration than with either one of these 
preparations. 


EASY BECAUSE—You can easily maintain uninterrupted control of your cardiac patients 
when you transfer them to Gitaligin by following the simple dosage equivalents listed below. 


APPROXIMATE DOSAGE EQUIVALENTS 


DIGITALIS AVERAGE DAILY GITALIGIN DOSAGE 
PREPARATION MAINTENANCE DOSE EQUIVALENT 
DIGITALIS LEAF 0.1 GM. 0.5 MG. 
DIGITOXIN 0.1 MG. 0.5 MG. 
DIGOXIN 0.5 MG. 0.5 MG. 


SUPPLIED—Gitaligin TABLETS 0.5 mg., bottles of 30 and 100. 
Gitaligin INJECTION 2.5 mg. per 5 cc. sterile I.V. solution, boxes of 3 and 12 ampuls. 
Gitaligin DROPS with special calibrated dropper, botties of 30 cc. 


*BIBLIOGRAPHY AVAILABLE ON REQUEST. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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thlete’s foot 


Carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


S eX: fast relief from itching 
prompt antimycotic action 
OINTMENT — POWDER 
SOLUTION continuing prophylaxis 


NIGHT and DAY treatment 
AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — ' 
DURING THE DAY — Desenex Powder (zincundecate) — 114 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 
In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. « Belleville 9, N. J. 


PD-71 
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seldom 
the sole 


in 


Streptococcus 
faccalis 


*"", .. urinary infections often are due 
to multiple microorganisms ...[for] 


the reason for the most common combination 
encountered... Esch. coli and 


Str. faecalis, combination therapy 
- would appear to offer 
the greatest benefit usually.’”* 


CAPSULES / SYRUP 1. Rhoads, P. S.: Postgrad. Med. 21:563, 1957. 
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Pyelonephritis 


NEW ‘york 


Provides tissue saturation 


levels of antibiotic and 
sulfonamide covering a wide 
range of organisms. Focuses 


DEFINITIVE 


ANTI-INFECT IVE | 
THERAPY 


the prompt systemic anti- 
microbial activity of TETREX® 
at the site of infection in 


conjunction with the intensive 


urinary antisepsis of highly 


soluble and efficient sulfa- 
methizole. Eliminates the 
need for rotation of drugs. 


CAPSULES /' SYRUP 


Cystitis 


Urethritis 


“DUANAT’ REPRODUCTION. PAT. PENDING. 
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Bristol 


NEW YORK 


SYRACUSE 


CAPSULES 


Available with the rapid, specific 
urinary analgesic action of 
phenylazo-diamino-pyridine Hcl 
in AZOTREX Capsules only. 


Each capsule contains: 


TETREX (tetracycline phosphate complex) . 125 mg. 
(tetracycline HCI activity) 


Sulfamethizole ......4.4. 250 mg. 
Phenylazo-diamino-pyridine HCI . . . . 50mg. 


Minimum adult dose: One capsule q.i.d. 
Supplied: Bottles of 24 and 100 capsules. 


SYRUP 


Nonstaining (does not contain azo dye), 
attractively flavored, particularly 

suited for infants, children, elderly 
and obstetric patients. 


Each 5 ml. teaspoonful syrup contains: 


Tetracycline (phosphate « « 
(tetracycline HCI activity) 
Sulfamethizole . .... . . 250mg. 


Minimum adult dose: One teaspoonful (5 ml.) q.i.d. 
Supplied: Bottles of 4 fl.oz. 


Y/N ELIMINATES 

THE ROUTINE 

OF ROTATING 
DRUGS | 


INFECTION 


‘DUANAT’ REPRODUCTION. PAT. PENDING. 
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CAMP CERVICAL COLLARS 


Easy-to-Use and Therapeutically Effective 


CAMP THOMAS COLLARS 


The plastic Camp Thomas Hyperextension collar is 
non-toxic, washable and lightweight . . . ideal as 
an intermediate cervical support where prolonged 
hyperextension is indicated in treatment of the cer- 
vical syndrome, subluxations, arthritis and cervical 
radiculitis injuries. Fitted with a lock buckle and 
snap button clasp ... it is easily adjustable and 
allows partial lateral head movement. 

The base and top of the collar is edged with nauga- 
lite covered foam rubber for comfort and long, serv- 
iceable wear. Available in five circumferences and 
heights. 

The Camp Thomas Flexion Collar has the same 
scientific design and is made of the same materials. 
The low front and added height in the back place 
the spine in a restful position of modified flexion. 
Available in small and large circumferences and in 
three heights. 


All are available from your 
local Authorized Camp Sur- 
qical Supply Dealer. 


Vor. 58, Nov. 1958 


CAMP LEWIN COLLARS 


Doctors have found the Camp Lewin wrap-around 
cotton collar exerts the protective, compressive, dis- 
tractive force needed for many conditions: when 
taking roentgenograms in cases of acute injuries 
with or without deformity, rheumatoid myositis (fib- 
rositis), brachial neuropathy radiculitis, the neck- 
shoulder-hand syndrome, muscle injuries and sub- 
luxations of vertebral articular facets and as a first 
aid measure. It offers (1) prevention of further injury 
(2) air draft protection (3) body heat retention (4) 
comfort (5) mild traction. Because of its utility and 
efficiency, particularly in emergencies, many doc- 
tor’s offices are stocked with Camp Lewin Collars. 
Three sizes — small 66”, medium 78”, large 96”. 
Another model, providing slightly more rigidity, is 
made of %” thick foam rubber, vulcanized to rayon 
satin with soft cotton lining. Available in the same 
sizes as the cotton model. 


S. H. CAMP and COMPANY 
Jackson, Michigan 
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Costs are: 
$ 3 
5 copies ........ 1.85 
10 copies ........ 3.45 
15 copies ........ 5.10 
25 copies ........ 8.15 


100 copies ........ 33.65 


Send requests and check 


for quantity orders to: 


You recently received your personal copy of this 
new and highly informative brochure. Since that 
mailing we have received overwhelming requests 
for quantity orders. 


It is apparent that the profession has recognized 
the value of having this publication made available 
not only to their patients but also to. . 


* LEGISLATORS * CIVIC LEADERS * BUSINESSMEN 
* EDUCATORS * YOUTH GROUPS * NEWSPAPERS 


* RADIO AND TV NEWS DEPARTMENTS 


In the planning and writing stage for more than a year, 
FOCUS is a carefully written and documented brochure. 
It should be part of your patients’ waiting rooms, 

and the property of all interested groups. 


Besides answering many questions you have been 

asked numerous times by patients and friends, FOCUS 
also familiarizes them with the development of the 
profession’s colleges and their financial needs. 


Order now and take advantage of this money-saving 
plan. Since the first printing is exhausted, it is 
important that you order immediately so that the exact 
amount of the second printing can be determined. 


FOCUS ON THE FUTURE 
American Osteopathic Association 
212 East Ohio St. 

Chicago 11, Illinois 


Journat A.O.A, 
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HIGHLY EFFECTIVE 
AGAINST STAPHYLOCOCCI 
.».YEAR AFTER YEAR 


CHLOROMYCETIN 


IN VITRO SENSITIVITY OF STAPHYLOCOCCI FROM THREE FOCI OF INFECTION TO CHLOROMYCETIN FROM 1953 TO 1957* 
JANUARY-JUNE, 1957 


Skin (75 strains) : 98.7% 

Upper (84 strains) 86.9% 

respiratory 

Ear (39 strains) = 97.5% 
OCTOBER, 1955-MARCH, 1956 

Skin (113 strains) 99.2% 

Upper 

respiratory 97.8% 


JUNE-DECEMBER, 1953 


Skin (150 strains) : 92.0% 

Upper : 86.0 

0 20 40 60 80 


*Adapted from Royer, A., in Welch, H., & Marti-Ibafiez, F: 
Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 783. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, 
including Kapseals® of 250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent therapy. + + Fil 


PARKE, DAVIS & COMPANY - DETROIT 82, MICHIGAN: [P): 


ALIT 
of sleep 


NOLUDAR “produced satisfactory results 
in terms of the time of onset and the duration 
of sleep. No side effects were encountered. The 
patients were well pleased with the quality of sleep.’’* 
With NoLupDAaR there is no preliminary excitation .. . 
no disturbing dreams... . no residual grogginess. 
Non-barbiturate, non-habit forming, NOLUDAR 
brings your patients an improved quality of sleep. : 
*Q. Brandman, J. Coniaris, and H. E. Keller: J. M. Soc. New Jersey 52:246 , 1955. 
NOLUDAR®— brand of methyprylion 
ROCHE LABORATORIES .« DIVISION OF HOFFMANN-LA ROCHE INC. . NUTLEY, N. J. 


Journat A.O.A. 
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ywhere without water 


MULTIVITAMINS IN SOFTAB FORM 
ONE TABLET CONTAINS: 
A 5000 USP Units 
D 1000 USP Units 
c 60 mg. 
B, 2 mg. 
B, 2 mg. 
B, 1 mg. 
5 meg. 
Calcium Pantothenate 3 mg. 
Niacinamide 10 mg. Mulvidren 


DOSE: 1 TABLET DAILY (STUART) 
SUPPLIED: BOTTLES OF 50 AND 100 TABLETS pes 


Geriatrics like 


Everybody likes 
Mulvidren 


Please write for physician’s tasting samples. 
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less restricted* 
night-time sedation 


in elderly patients, for 
instance, nonbarbiturate Doriden provides 


4 to 8 hours of sleep without the pre-excitation and later 
“hangover” often encountered with barbiturates. Doriden 
is extremely safe. It is especially useful in the many older 
patients who cannot tolerate barbiturates or who, because 
of continued use, require such high dosages that respira- 
tion may be depressed. 


*unlike barbiturates, Doriden is usually not contraindicated 
where renal and hepatic disorders are present. 

*unlike many barbiturates, Doriden rarely causes pre-excitation; 
onset is smooth, rapid. 

*unlike barbiturates traditionally used for sedation, Doriden 
is metabolized quickly, thus rarely produces “hangover” 
and “fog.” 

SUPPLIED: Tablets, 0.5 Gm., 0.25 Gm. and 0.125 Gm. 


Doriden CIBA 


2/2586MK (glutethimide CIBA) SUMMIT, N. J. 


Journat A.O.A, 
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sustained release 


capsules 
Meprospan 


meprobamate (Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 


q.12 h. 


: 1. Meprobamate is more widely prescribed than an ry rd 
other tranquilizer. Source: Independent ane sustained action fh orm [Meprosp an] produced 
a more uniform and sustained action... 
(sustained action meprobamate capsule) with other these capsules offer effectiveness at 
tranquilizing and relaxing agents in children. 299 
Submitted for publication, 1958. reduced dosage. 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


ite sos Literature and samples on request “WALLACE LABORATORIES, New Brunswick, N. J. 
CME-7325 who discovered and introduced Miltown® 


Von. Nov. 1958 
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all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 


of Triaminic 


...non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


an expectorant to augment demulcent fluids 


... the specific antipyretic and analgesic effect of well- 


tolerated APAP 


...the prompt and prolonged activity of timed-release 


medication 
Each Tussacesic Tablet contains: 
(phenylpropanolamine HCl .. . . 25 mg.; 
pheniramine maleate ....... 12.5 mg.; 
pyrilamine maleate ........ 12.5 mg.) 


Dormethan (brand of dextro- 
methorphan HBr) ... . . . 30mg. 


Terpin hydrate ..... . .180mg. 
APAP (N-acetyl-para-aminophenol) . 325 mg. 


Tussagesic Tablets provide relief from all cold 
symptoms in minutes, lasting for hours. 


Dosage: One tablet in the morning, mid- 
afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 
the timed-release action. 


Also available—for those who prefer 
palatable liquid medication— 


To reduce upper respiratory congestion and irritating 
secretions. 


For non-narcotic control of the cough reflex. 
To augment demulcent respiratory secretions. 
For specific, highly effective antipyresis and analgesia. 


first—3 to 4 hours of 
relief from the 
outer layer 


\ of relief from 
the inner core 


Tussagesic suspension 


4 then—3 to 4 more hours 


SMITH-DORSEY + a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 


Journat A.O.A. 
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THE ACTION OF... 


Its creamy, mint flavor is pleasing even to peptic ulcer 
patients who take it month after month. The unique, milk- 
like action of TITRALAC assures prompt, prolonged relief of “ 
hyperacidity without acid rebound:or- constipation. 

TITRALAC is effective in small = 
doses, Two TITRALAC Tablets 
contain 0.36 Gm. glycine and 


IN BUFFERING POWER - 


0.84 Gm. calcium carbonate, One 
teaspoonful TITRALAC Liquid ap- 
proximates two tablets. 


AND. WITH A SPASMOLYTIC... 


TITRALAC-SP 


(TITRALAC formula +- 0.5 mg. homa-- 
tropine methylbromide) 


REG. PAT. OFF. 


SCHENLABS PHARMACEUTICALS, INC. 
NEW YORK 1, NY. 

Manufacturers of NEUTRAPEN® 

for penicillin reactions. 


: 
3 
UNIQUE ANTACID THAT “TITRATES LIKE MILK 

ae 
: 


POSITIVE EVIDENCE 
THAT “MEDIATRIC” INCREASES 
MUSCLE STRENGTH 


in six weeks’ time, left hand grip strength increased 
from 20 to 52 pounds—nearly doubled in right hand.* 


*Patient E. H., male, age 88, started 

on “Mediatric’” July 24, 1952. Right 
hand grip strength measured 32 pounds, 
left hand, 20 pounds. Six weeks later, 
grip strength improved to 62 and 52 
pounds, respectively. On June 29, 1954, 
after continuous therapy both right and 
left band grip strength registered 

100 pounds. 


| 
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objectively demonstrated by mechanical tests 


has been evaluated in a series of patients before and after “Mediatric” 
therapy.’ Grip strength measured by dynamometer and tested at 


Muscle performance in terms of power, endurance, and coordination 


periodic intervals showed remarkable improvement — averaging 60 


improved grip strength with steroid-nutritional therapy 


per cent in right hand and more than 100 per cent in left, even in relatively short periods of 


time. Other musculo-skeletal tests were equally successful. 


gonadal hormone secretion, maintain a positive nitrogen balance, and promote synthesis 
protein in muscle, bone and other tissues. 


of 


“Mediatric” contains estrogen and androgen in amounts that will help counteract declining 


Combining both steroids and important nutritional supplements such as vitamin C, By, other 


B vitamins and ferrous sulfate, “Mediatric’” brings about increase in physical strength, 


overcomes general malaise, easy fatigability, lack of interest and vague pains in the bones and 
joints. In addition, “Mediatric” improves mental outlook and its general “tonic” effect is of 


especial benefit to your patient. 


each capsule or tablet contains: Thiamine mononitrate (Bx) ....0+00000008+ 10.0 
Folic acid USP... 0,33 


with intrinsic factor concentrate......1/6US.P. Unit d-Desoxyephedrine HCl... 


0.0 


1.0 


‘me. 


Suggested Dosages: Male — 1 capsule or 1 tablet daily, or as required. Fernaie — 1 capsule or 1 tablet daily, or as required, 


taken in 21 day courses with a rest period of one week between courses. 
Supplied: Capsules — No. 252 — Bottles of 30, 100, and 1,000. Tablets — No. 752 — Bottles of 100 and 1 000. 
Also available: "Mediatric” Liquid — No. 910 — Bottles of 16 fluidounces and 1 gallon. 


1. Perlman, R. M., and Dorinson, S. M.: Presented before the Third Congress of 
the International Association of Gerontology, London, England, July 19-23, 1954. 


THE SMEDLEY DYNAMOMETER SUPPLIED THROUGH THE COURTESY OF THE J. A. PRESTON CORPORATION. 175 FIFTH AVENUE. NEW YORK CITY, 
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in every 
arthritic state 
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Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once again 
may undertake full employment and 
normal recreation. Patients once confined 
to the home or wheel chair often find it 
possible to engage in light work. And even 
bedridden patients can walk with comfort 


again. These are the benefits of conservative 
therapy as demonstrated in long-term 
studies.'** In fact, in these four-year 
comparative studies of salicylate and 
cortisone, the corticoid showed no 
superiority over conservative therapy. 


Superior Conservative Therapy Provided by Buffered Pabirin 


Buffered Pabirin epitomizes modern, 
conservative therapy without the serious 
complications of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, hyper- 
tension or psychotic reactions, a constant 
risk whenever corticoids are used,*’ will 


not occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can be 
administered with a minimum of problems 
to patient and physician,and without the 
side effects common to the use of 
salicylates alone. 


Buffered Pabirin combines new form and formulation 
for faster pain relief, improved gastric tolerance 


Each tablet of Buffered Pabirin consists of an outer 
layer containing a buffer (aluminum hydroxide), para- 
aminobenzoic acid and ascorbic acid; an inner core of 
aspirin. The outer layer quickly releases aluminum 
hydroxide which affords superior buffering action and 
protects against gastric irritation. The core of Buffered 
Pabirin then disintegrates rapidly, permitting fast 
absorption of acetylsalicylic acid. PABA potentiates the 
acetylsalicylic acid and creates high salicylate blood 
levels. Ascorbic acid counteracts vitamin C depletion. 


The new form and formulation of Buffered Pabirin 
provides high and sustained salicylate blood levels. It 


may be administered over long periods of time without 
the nausea, dyspepsia or other gastrointestinal symp- 
toms so frequently experienced with salicylates alone. 


in osteoarthritis, gouty arthritis, rheumatoid arthritis, 
bursitis, fibrositis, or tendinitis 


Buffered Pabi [ 


Each tablet contains: 

Acetylsalicylic acid (5 gr.).......... 300 mg. 
Para-aminobenzoic acid (5 gr.)...... 300 mg. 
Dried aluminum hydroxide gel...... 100 mg. 


All Buffered Pabirin is sodium and potassium free 
Dosage: Two or three tablets 3—4 times daily. 


References: 1. Report of Joint Committee, Medical Research 
Council & Nuffield Foundation, Treatment of Rheumatoid Arthritis, 
British Medical Journal (May 29) 1223-1227, 1954. 2. ibid. (April 13) 
847-850, 1957. 3. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic Diseases, 
Toronto, Ont. (June 25) 1957. 4. Lewis, L., ef al.: Ann. Int. Med. 
39:116, 1953. 5. Demartini, F., et al.: J.A.M.A. 158:1505, 1955, 
6. Segaloff, A.: Ann. Allergy 12:565, 1954. 7. Kern, R. A.: Am. J. 
M. Sc. 233:430, 1957. 


Photographs show 2-stage Tandem 
Release disintegration 


SMITH-DORSEY : a division of The Wander Company ° Lincoln, Nebraska 
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A NEW ACHIEVEMENT 


7 Not available to 
the wives of great 


| Saladin despite 
theriches of Egypt} 
\ and his empire 
hk. .4an North Africa 
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Now available at low cost 
to all your patients during 
pregnancy & lactation New 


MO[-IRON’ PRENATAL 


NEW ECONOMY: less than !/2 the usual cost. 
NEW CONVENIENCE: only 1 tablet a day. 
Especially “special” because of MOL-IRON, 
the unique molybdenized ferrous iron complex— 
for over 10 years unexcelled in tolerance and 


effectiveness, particularly in pregnant women! 


Bottles of 30 (month’s supply)/Bottles:of 90 (trimester’s supply) 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 


Vor. 58, Nov. 1958 


wide-range Nutritional 
supplement/phosphorus-free 


Just one Tablet a day provides: 
Vitamin C (Ascorbic Acid) ......... 100 mg. 
Pyridoxine 
Mol-lron: 
Ferrous Sulfate ................ 


eq 
f 
‘ 
{ 
Molybdenum Oxide ............ 1.1.mg. 
A-33 


Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


protection. ... through the full range of common cold symptoms 


Each tablet contains: 


NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


for ACHES, CHILLS, FEVER ‘ 


ACETAMINOPHEN 150 mg. ........... Dependable analgesic and antipyretic 


RHINORRHEA, ALLERGIC MANIFESTATIONS 


THENFADIL® HCI 7.5 mg. ........++.+. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


for LASSITUDE, MALAISE, MENTAL DEPRESSION 
CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. Bottles of 20 and 100 tablets. 
Children 6 to 12 years: 1 tablet three times daily. 


MEW YORK 18, 


Journa A.O.A. 
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‘Emphasizing the PREOPERATIVE use 


SALICYLATE 


(Brand of carbazochrome salicylate) 


CONTROL 
OOZING 
AND 4 
BLEEDING 


FOR THE CHILD PATIENT BEFORE AND AFTER ADENOIDECTOMY AND TONSILLECTOMY: 


“1. Preoperative medication: For seven days 
before operation Adrenosem, in doses of 1 mg., 
was administered three times a day and a mix- 
ture of benzathine penicillin and triple sul- 
fonamides, in doses of 1 teaspoonful three times 


a day.””! 


“On the day of operation, Adrenosem 5 mg. 
hypodermically is administered to minimize 
capillary bleeding.’’? 


FOR ALL PATIENTS BEFORE LARYNGOLOGIC, BRONCHOSCOPIC AND ESOPHAGOLOGIC PROCEDURES: 
bleeding at the time of operation and the ooz- 
ing in the immediate postoperative period.’ 
IN UROLOGICAL PROCEDURES: 


of (1) Oxycel, (2) adrenalin with procaine 
locally into prostatic capsule, (3) Adrenosem 
systemically .. 


“The routine preoperative use of Adrenosem in 
tonsil and adenoid surgery diminishes both the 


*““My own method is, after ensuring maximum 
haemostasis, to employ every known means of 
ensuring that clotting shall occur, viz. the use 


IN PLASTIC SURGERY: 


“, . this drug [Adrenosem Salicylate] is a to reduce blood loss and provide a clearer 
valuable aid to plastic surgery in its ability operative field.’’® 


IN ORAL SURGERY: 


“The difference in the control bleeding time “No postoperative bleeding was noticed in 
and the bleeding time after the administration those patients who had received Adrenosem 
of 10 mg., intramuscularly or orally, of Adren- Salicylate preoperatively.’’? 

osem Salicylate was statistically significant.’’® 


IN PATIENTS WITH BLEEDING DISTURBANCES: 
“Treatment consisted of the administration of 
Adrenosem® Salicylate intramuscularly in 


NON-TOXIC, NO CUMULATIVE EFFECT: 


“‘Adrenosem Salicylate is non-toxic and has a traindications. It has no cumulative effect. 
high index of therapeutic safety. At the rec- Patients treated for more than two years show 


ommended dosage levels there are no con- no toxic effects attributable to the drug.’ 
*U.S. Pat. 2581850,2506294 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
KANSAS CITY 


quantities from 20 to 80 mg. over a period of 
four to eight days before operation.’’® 


NEW YORK SAN FRANCISCO 
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CASE =2 TREATED WITH ADRENOSEM 


effective 
in virtually every 


operative procedure 
TO CONTROL OOZING AND BLEEDING 


drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 


The photographs to the left show the same 
rhinoplastic procedure on two patients— 


one untreated, one treated with 
Adrenosem. 


Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; 
Tablets, 1 and 2.5 mg.; Syrup, each 5 cc., 2.5 mg. 
Potency of all dosage forms stated in terms of 
the active ingredient, adrenochrome monosemi- 
carbazone. 


Write for literature describing the action and uses 
of Adrenosem Salicylate. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE « NEW YORK e KANSAS CITY e¢ SAN FRANCISCO 


1. Orzac, E.: Medical Care of the Child Patient Before and After Ade- 
noidectomy and Tonsillectomy, N.Y. State J. Med. 56:886 (Mar., 1956). 
2. Ersner, M.S. and Lerner, S.S.: M. Clin. North America 40:1749 
(Nov., 1956). 

3. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the 
Nose and Throat, A.M.A. Arch. of Otolaryng. 61:450 (Apr., 1955). 
4. Dennehy, P.J.: The Care of the Prostatic Cavity, South African 
Med. 30:21 (Apr., 1956) 

5. Brown, W.S.: The Use of Adrenosem Salicylate to Control Post- 
operative Bleeding in Plastic Surgery: Dermabrasion, Northwest Med. 
57:470 (Apr., 1958) 


6. Perkins, R.E.L.: A Clinical Investigation of Adrenochrome Mono- 
semicarbazone Sodium Salicylate, Oral Surg., Oral Med., Oral Path. 
10:230 (Mar., 1957). 

7. Brode, A.B. and Chianese, T.C.: A Clinical Evaluation of Adrenosem 
Salicylate. Ann. of Dentistry 15:56 (Sept. 1956). 

8. Zubieta C.B. and Escanaverino, R.B.: Adrenosem for the Prevention 
of Bleeding in Tonsillectomy, Am. Pract. 3:385 (Mar., 1957). 

9. Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Hemostat, Oral 
Surg., Oral Med., Oral Path. 6:617 (June, 1955). 


CHEMICAL 
COMPANY | 


3721-27 Laclede Ave. 


St. Louis 8, Mo. 


Vor. 58, Nov. 1958 


Colds and influenza aggravate sinusitis. 

Extension of congestion from the nose to : 

the sinuses accounts for numerous cases. \ WY 


lodo-Niacin has been found highly effective for \ \ \:3 
liquefying, loosening and expelling mucopurulent accumulations . 1\ 
in the deep nasal passages and accessory sinuses. In this way it | 
promotes drainage and aeration and thus relieves sinus conges- il 
tion and headaches. i 

i 


Iodo-Niacin* tablets contain potassium iodide 135 mg. (2% 
gr.) and niacinamide hydroiodide 25 mg. (% gr.), slosol coated 
pink. Usual dose, 2 tablets three times a day. May be given in full 
dosage for a year or longer without any iodism or ill effects. 


For emergency intramuscular or intravenous 
administration. lodo-Niacin ampuls are 


available.” 


Numerous physicians have written favorable 
reports on the use of Iodo-Niacin in the symp- 
tomatic relief of sinus congestion and 
headaches. 


1 Am. J. Digest. Dis. 22:5, 1955. 
2M. Times 84:741, 1956. 


*U.S. Patent Pending 


§ Cole Chemical Company AOS-1! 
| 3721-27 Laclede Ave., St. Louis 8, Mo. 

| Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 
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PATTERN IN SINUS AND NASAL DECONGESTION 


“THERUHISTIN” — Newest type of antihistamine for 
ANTIHISTAMINE ACTION control of excessive nasal secretion and congestion — highly 
WITHOUT SEDATION potent (92 per cent effective)! yet unusually free from side 


effects —less than one per cent incidence of drowsiness.'3 


1-Phenylepbrine — Unusually long-acting oral vasocon- 


SYSTEMIC DECONGESTION strictor* relieves nasal blockage, promotes better drainage — 
WITHOUT SIDE EFFECTS without local pathologic changes reported with topical 


agents. Relieves bronchial spasm. 


ANALGESIC-ANTIPYRETIC ACTION Aspirin and Phenacetin — Analgesic-antipyretic 


synergists, to relieve fever, aches and pains. Freedom from 


WITHOUT DRUG STIMULATION antihistamine drowsiness obviates need for drug stimulants. 
ANTI-STRESS VITAMIN TO Ascorbic Acid — High levels of vitamin C aid in preventing 


nasal edema due to impaired vascular and mucous membrane 


MAINTAIN TISSUE INTEGRITY integrity,’ and replenish adrenal ascorbic acid reserves.6 


for symptomatic relief of colds, hay fever, and sinus congestion 


NCW . 

6 6 Each tablet contains: 
Isothipendyl HCI (“Theruhisting) . . . . . . . . . 4mg. 


posaGE: Adults, 2 tablets initially. Thereafter, and REFFRENCES: 1. New and Unused Therapeutics Committee, Am. Coll. Allergists: 
Ann. Allergy 16:237 (May-June) 1958. 2. Spielman, A. D.: Ann. Allergy 16:242 
until symptoms disappear, I tablet shad four hours. (May-June) 1958. 3. Spielman, A. D.: New York J. Med. 57:3329 (Oct. 15) 


Children (6 to 12), half the adult dose. 1957. 4. Hunnicutt, L. G.: Bull. Vancouver M. A. 28:348 (July) 1952. 5. Hunni- 
cutt, L. G.: Bull. Vancouver M. A. 28:352 (July) 1952. 6. Pirani, C. L.: 
SUPPLIED: Bottles of 100 and 1,000 tablets. Metabolism 1:197 (May) 1952. 


Ayerst Laboratories, 


New York 16, N.Y. * Montreal, Canada 
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#11375 


Ophthalmoscope Spot Retinoscope 
Medium handle Finoff Transilluminator 


#11377 


Ophthalmoscope Streak Retinoscope 
Medium handle Finoff Transilluminator 


#11378 


Ophthalmoscope Streak Retinoscope 
Large handle Finoff Transilluminator 


#11376 


Ophthalmoscope Spot Retinoscope 
Large handle Finoff Transiliuminator 


COMPANY 


INSTRUMENT DIVISION, BUFFALO 15, NEW YORK 


A-40 JournaL A.O.A. 
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brand of DISULFIRAM (tetraethylthiuram: disulfide} 


Feldman reports: 
‘Antabuse’ therapy constitutes a major 
acivance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 

*Feldman, D. J.: Ann. Int. Med. 44:78 ( Jan.) 1956. 


«++ “chemical fence” for the alcoholic 


A brochure giving full details: of therapy will be sent to physicians upon 
request. 


“AN TABUSE” is supplied in 0.5 Gm, tablets (scored), bottles of 50 and 1,000. 


AYERST LABORATORIES New York, N. Y. Montregl Canada 
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to retain vaginal and cervical medications . 
after treatment and between office visits. 


to protect against seepage after cervical 
biopsy or cauterization. 


to absorb discharges or abnormal secretions. 


Three Absorbencies REGuLaArR, JUNIOR— 
for varying requirements. 


Made of pure surgical absorbent cotton — readily 
available and economical. 


COMFORTABLE * CONVENIENT * SAFE 


AOA—118 


TAMPAX 


A-42 Journat A.O.A. 


# {3 not only for protection 

1G as the vaginal menstrual guard of choice... 

but also for professional use 


te 


For your patient: 


who complains of 


Excessive Gas 


| 


ILOPAN - CHOLINE 


Based upon the remarkable results obtained 
with ILOPAN (parenteral pantothenyl alco- 
hol, W-T, for the management of post-opera- 
tive distention due to flatus and feces), an oral 
form is now made available for ambulatory 
patients—ILOPAN-CHOLINE Tablets. And 
choline has been added as a precursor to all- 
important acetylcholine. 


Clinical results with ILOPAN-CHOLINE 
Tablets in ambulatory patients, ages 20 to 80 
years, have been surprisingly excellent .. . 90% 
effective according to three independent and 
separate clinical evaluations. 


TABLETS 


COMPOSITION: Each tablet con- 
tains Ilopan (brand of d-panto- 
thenyl alcohol) 50 mg., choline 
bitartrate 25 mg. 


INDICATIONS: Gas retention in 
the atonic gastrointestinal tract of 
ambulatory patients, geriatric di- 
estive problems complicated by 
laxative withdrawal. 


DOSAGE: Two tablets three times 
daily. Three tablets three times 
daily in severe cases. 


HOW SUPPLIED: Lottles of 100 
and 500. 


WARREN-TEED 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Chattanooga 


4, 


Dallas 


Los Angeles Portland 
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you, doctor” 


COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 
5. Unexcelled toleration 


% 
COSA-TETRACYDIN 
gucosamine-potentiated tetracycline with nystatin glucosamine-potentiated tetracycline — analgesic — 
plus added protection against 
Monilial superinfection For relief of symptoms and malaise of the common 
cold and prevention of secondary complications 


SECAPSULES (black and pink) 250 mg. Cosa-Tetracyn 
mmith 250,000 u. nystatin) CAPSULES (black and orange) Each capsule contains: 

ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. + phenacetin 120 mg. « caffeine 
Tetracyn (with 125,000 u. nystatin), 2 oz. bottle 30 mg. + salicylamide 150 mg. + buclizine HCl 15 mg. 


Btience for the world's well-being PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


MREFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. 

Exp. Biol. & Med. 84:41, 1953, 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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...is the price your patient pays in heart 
disease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


In addition to suppressing the obese patient's appetite— 


helps to make life look brighter. It keeps morale up and food intake down. 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


-McNEIL McNEIL LABORATORIES, INC. © PHILADELPHIA 32, PA. 


wwe — 
Methamphetamine Hydrochlonae 


whenever 
he 
starts 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


There’s nothing easier to give 
or take- 

than Delectavites. 

Areal treat... 

the children’s favorite... 
tops with adults, too. 


ace WHITE LABORATORIES, INC., 
~=KENILWORTH, N. J. 
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Dese: One Nugget per day 
° Supplied: Boxes of 30—one 
month's supply 
Boxes of 90-three 
months’ supply 
pe 


the 
atonic 
the aged patient 
particularly, 
Veracolate appears 
represent valuable 


* 


adj U mM) ct 5 *Coodley, E.: Clin. Med. 4:1509, (Dec.) 1957, 


/deal for pregnant and postoperative patients, 


and for drug-induced colonic stasis. 


STANDARD LABORATORIES, INC™ 
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Comments by investigators on 


Robax 


(@Methocarbamol Robins, U.S. Pat. No. 2770649) Ao. Robins, 


(Robins 


—the remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 


PUBLISHED REFERENCES: 1. Carpenter, E. B.: Southern Medical Journal 51:627, 1955. 
+ Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and Truitt, E. B., Jr.: J. Pharm. 
“ Exper. alegre 119:161, 1957. 4. Morgan, A. M., Truitt, E. B., Jr., and Little, J. M.: J. 
Am. Assn., Sci. Ed. 46:374, 1957. 5S. 0’ Doherty D. S., and Shields, D.t J.A.M.A,. 
age 160, 1058. 6. Park, H. W.: J.A.M.A. 167:168, 1958. 7. Truitt, E. B., dr., and Patterson, 
-» Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, E. B., sre, Patterson, R. B., 
a A. M., and Little, J. M.: J. Pharm, & Exper. Therap. i19: 189, 1957. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 


Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle eam 2.8.6 


NO. 


CONDITION PATIENTS 


RESPONSE 


STUDY 1° “marked” | moderate | slight 
Skeletal muscle 
spasm secondary to 
acute trauma 26 


STUDY 2? “pronounced” 


Herniated disc 25 
Ligamentous strains 4 
Torticollis 3 
Whiplash injury 2 
Contusions, 
fractures, and 
muscle soreness 
due to accidents 3 


3° “excellent” 


Herniated disc 6 
Acute fibromyositis 8 
Torticollis 


stupy 4° “significant” 
Pyramidal tract 
and acute myalgic 
disorders 27 


TOTALS 104 28 
(75.3%) | (20.3%) 
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ALL DAV. ALLEN 
WITH: 
SINGLE ORAL Dose 


WITHOUT the drowsiness, Or G- 
disturbances antihistamine 


ovides conteolied, eve 


CONVENIENT DOSE Fa 
OTH DU ABONDEDS: 
‘Fach lable contains: 


hahpyridamine Tanne 
amine: Tannate 


(PEDIATRIC): 


‘each 12 under six yeats, age. 
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The Better to Serve 
The Profession 


The New Riker Home 
in Northridge, California 


Rixer’s star has risen fast. In eight short 
years Riker has become recognized the 
world over as a source of advancements in 
pharmacologic therapeutics. This achieve- 
ment is no accident; from the beginning 
the privilege of serving the profession has 
been considered a profound obliga:ion. 


Each Riker product, in order to qualify 
for the mark of ‘“‘Another Riker First’’, has 
had to fulfill two basic requirements: It 
must represent a contribution to the field 
of therapeutics, and it must meet the strict- 
est tests for efficacy, safety, standardiza- 
tion, and quality. 


Riker Firsts: 


Deaner® 
a totally new molecule for the treat- 
ment of mild mental depression, 
fatigue, chronic headache, and 
psychoneuroses, as well as behavior 
and learning problems of children; 
distinguished for its freedom from 
pressor activity, skeletal muscle 
stimulation and other side actions. 


Disipal®* 
an antiparkinson drug developed 
by Brocades-Stheeman of Holland. 
Its skeletal muscle-relaxant action 
was realized through Riker Research. 


Medihaler® 
the first means for administering 
self-propelled, automatically- 
measured-dose aerosol medications. 


* Trademark of Brocades-Stheeman and Phar- 
macia. U.S. Patent No. 2,567,351. Other 
patents pending. 


Medihaler-Epi and Medihaler-Iso 
are unsurpassed in the treatment 
of asthma and allied pulmonary 
conditions. Medihaler-Phen re- 
lieves nasal congestion in common 
cold and in a variety of allergic 
conditions of the paranasal sinuses. 


Rauwiloid® 


the first Rauwolfia product devel- 
oped and marketed in the United 
States. Known generically as the 
alseroxylon fraction of Rauwolfia 
serpentina, Benth., Rauwiloid was 
the first purified selective alkaloidal 
extract obtained from Rauwolfia. 
Rauwiloid is the basis for five Riker 
products used in cardiovascular 
and mental diseases. 


Veriloid® 


the first alkaloidal extract from 
Veratrum viride standardized for 


predictable therapeutic results in 
hypertension. Veriloid ushered in 
the era of modern-day antihyper- 
tensive drugs. It is the basis for six 
Riker products. 


Versenate,®** Calcium 


Disodium 

specific therapy for acute 
lead poisoning. 
** Trademark of the Dow Chemical Co. 


Many other “Riker Firsts” 
are in Riker’s future plans. It is our 
hope that each one will contribute 
to the prolongation of useful life 
and to the alleviation of suffering. 


Northridge, California 


Journar A.O.A. 


| 
| 
| 
| 
| 
| Riker) 
| 
| 
| 
| 


y 
t 


Mead Johnson 
Symbol of service in medicine 


Now...in soluble tablets, too 
... and they taste delicious 
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easier vitamin protection fr 
throughout the 


new ‘Vi-Sol’ tablets 
/ 


Tri-Vi-Sol® 
3 basic vitamins 


drops: tablets 


Now, you can select the 


vitamin protection 


Symbot of 


tection from infancy 
t the growth years 


1° Poly-Vi-Sol® Deca-Vi-Sol® 
6 essential vitamins 10 significant vitamins 
drops: tablets drops - tablets 


elect the ‘Vi-Sol’ vitamin level and form 


Your young patients will enjoy the delicious 
fruit-like flavors of the new ‘Vi-Sol’ tablets. 
Children take them by themselves—no need 
for messy teaspoons or swallowing with water. 


Now... when you prescribe Tri-Vi-Sol, Poly- 
Vi-Sol or Deca-Vi-Sol, be sure to specify form: 
drops or tablets. New ‘Vi-Sol’ tablets are avail- 
able in bottles of 24 and 100. 


Your Mead Johnson Representative will be 
pleased to provide you with samples for your 
convenience in starting your patients on ‘Vi-Sol’ 
drops or tablets. 


Mead Johnson 


Symbol of service in medicine 
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for easier vitamin, protection 
of infants and children 


Oe 
© 


now...n soluble tablets too...and they taste delicious 
Tri-Vi-Sol Poly-Vi-Sol’ / Deca-Vi-Sol‘ 


3 basic vitamins 6 essential vitamins 10 significant vitamins 


drops-tablets drops: tablets drops: tablets 


‘Vi-Sol’ tablets give you a new appealing dosage 
form for continuing vitamin protection of children. 


3 out of 4 mothers who have children in the ‘Vi-Sol’ 
drops age have older children in the ‘Vi-Sol’ tablet age. 
These mothers will appreciate your prescription 

of easy-to-take ‘Vi-Sol’ tablets. 


\ Mead Johnson 


Symbol of service in medicine 
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250,000,000 cans... 


produced with every care 
to merit use with confidence 


This golden can represents the 
250,000,000th can of Dextri-Maltose 
produced. It symbolizes our 
appreciation to the medical profession 
for their advancement of infant 
nutrition and care in the past half- 
century. And with it we rededicate 
ourselves to continuing provision of 
the products and services needed for 
physician-controlled infant feeding. 


Dextri-Maltosé 
Powder 


tor intent formas 


Mess 
Symbol of service im medicine 


Mead Johnson 


Symbol of service tn medicine 
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feeding satisfaction through 
the formula period 


To help in 
instructing mothers... 


The leafiet “Baby Needs Your 

Help at Feeding Time” 

describes and illustrates 

points of feeding technic 

(without product mention). 

May be used by you or by the 

nurse in instructing your ; 
patients in the hospital. 
Your Mead Johnson 
representative will supply 
you, or you may write to us, 
Evansville 21, Indiana. 
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beginning with 
your discharge formula... 


You satisfy baby’s hunger as well as growth 
needs when you discharge on Lactum — 
modified milk formula proportioned and 
processed for good satiety and good tolerance 
in the normal dilution of 20 calories per fluid 
ounce. 


From the first day at home, the mother can 
easily prepare this simple dilution as needed 
and, following your instructions, feed to 
satisfy her baby’s appetite. 


® 
Lactum 
Modified milk formula, Mead Johnson 
“instant’’ powder = liquid 


Made from whole milk and Dextri-Maltose. 
Proportions based on widely used milk for- 
mulas. Homogenized and low in curd tension. 


for satisfying milk formulas in your own 
proportions... 


Dextri-Maitose® 
Maltose-dextrins formula modifier, Mead Johnson 
powder 


“Professional” carbohydrate modifier — de- 
signed specifically for use in infant formulas. 


and to help you with special 
feeding problems... 


Mead Johnson therapeutic formulas and 
related services (see back of insert) 
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Mead Johnson 


Symbol of service in medicine 
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... for milk-sensitive infants 


| 


mothers will appreciate 
your prescription of 


Sobee”® 


Hypoallergenic soya formula, Mead Johnson — 
“instant” powder liquid 


Both eczema and gastrointesti- 
nal symptoms of milk allergy 4 
are usually relieved promptly. 
Infants readily accept the pleas- 4 
ant bland taste. 


With either Liquid or Powder, 
the mother can easily use the 
simple 20 cal. /fl. oz. dilution to 
prepare any amount of formula 
needed to satisfy the baby’s 
hunger. 


For your convenience, the leaflet 
“Care of the Allergic Child”’ 
gives simple advice on general 
care ...as well as space for your 
prescription of Sobee. Your 
Mead Johnson representative 
will be pleased to give you a 
supply, or write to us, Evans- 
ville 21, Indiana. 


other Mead Johnson formula products to help you meet 
therapeutic feeding needs 


new/| Lofenalac 


low phenylalanine formula for patients 
with phenylketonuria 


Nutramigen® 


—hypoallergenic protein hydrolysate 
formula 


Probana® 


—high protein formula with banana 
powder, for use in digestive disturbances 


\ Mead Johnson 


Symbol of service in medicine 


| 


when you prescribe 


in hypertension, you can be confident that 


a majority of your patients will respond — 


“‘Ninety-six percent of the mild hypertensives 
and eighty percent of the moderately severe 
hypertensives became normotensive. . . 


side effects will rarely be a problem — 


“Side effects were mild and lasted only briefly.’”! 


hypertension @ 


a balanced combination of rauwolfia, protoveratrine and 
Dibenzyline* (phenoxybenzamine hydrochloride, $.K.F.) 
—in two dosage strengths 


Smith Kline & French Laboratories, Philadelphia 


1, Smith, C.W., and Thomas, C.G.: Am. Pract. & Digest Treat. 8:920 (June) 1957. 


*T.M. Reg. U.S. Pat. Off. 


VoL. 58, Nov. 1938 
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A CIBA Documentary Report 


How clinicians evaluate 
the safety and effectiveness 


of RITALIN’ 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
smooth onset, with no 
euphoria . . . The effect 
lasted about four hours, 
gave the patient a feeling 
of well-being .. .” 


“The side effects of Ritalin are 
minimal.” “The work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.”"1 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three “nor- 
mal,” healthy people also received 
the drug.) 


“For the entire 112 pa- 
tients 66 per cent showed 
marked improvements 
[obvious drug effect and 
mood improvement] .. .” 


“No serious side reactions were 
noted ... In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found. This is particularly inter- 
esting, since these side effects have 
been common with other mood 
elevating drugs . . 


Drug-induced _psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 
(All patients were epileptic, 
mentally retarded and/or brain 
damaged.) 


except two [of 129] 
patients responded to the 
initial injection [of paren- 
teral Ritalin] within 114 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 
.. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the safety of parenteral 
Ritalin .. 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.id. or t.id. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 


REFERENCES: 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 


Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., 


18:146 (April) 1957. 


1. Natenshon, A. L.: Dis. Nerv. System 


and Maley, M. C.: Dis. Nerv. System 
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now...the specific muscle relaxanus 


for relief of the pain—spasm—pain cycle 


plus Ty 


in arthritic and rheumatic disorders 


with 


| McNEIL} 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. 


(PakarLex Chlorzoxa7 Acetaminophen) 


xanus the preferred analgesic 


combines PARAFLEX, the effective low-dosage skeletal muscle relaxant that is specific 
for painful spasm, and TYLENOL, the preferred analgesic for painful musculoskeletal 
disorders. Providing benefits that last for up to six hours, ParAFON is effective on 
the practical dosage of only six tablets daily. Side effects are rare and seldom severe 
enough to warrant discontinuance of therapy. PARAFON relieves pain and stiffness 
and helps improve function in acute and chronic low back disorders such as lumbago, 
acute paravertebral spasm, or sacroiliac strain; osteoarthritis; rheumatoid arthritis; 
traumatic hydrarthrosis; and traumatic muscle injuries. 


supplied: Tablets, scored, pink, bottles of 50. Each tablet contains: PARAFLEXx Chlorzoxazone 125 mg.; 
and TYLENOL Acetaminophen 300 mg. 


U.S. Patent Pending *Trademark 


adds the anti-inflammatory action of 
prednisolone to the relief of pain and 
spasm achieved with PARAFON. PARAFON 
* WITH PREDNISOLONE is useful in many 
arthritic and rheumatic disorders, such as 
rheumatoid arthritis, rheumatism, myo- 
sitis, neuritis, tenosynovitis, fibrositis, 
bursitis, spondylitis, and osteoarthritis. 


supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains: PARAFLEX Chlorzoxa- 
zone 125 mg., TyLENoL Acetaminophen 300 mg., 
and prednisolone | mg. 
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nutritional therapy in convalescence 


to accelerate convalescence... 


Sustagen:’ 


Complete food, Mead Johnson 
powder 


Builds tissue, promotes well- 
being, enhances rehabilitation 


Specific treatment may vary infi- 
: nitely in details, but one factor re- 
4 | mains constant—the urgent need of 
every seriously ill patient for thera- 
peutic nutrition. 


With Sustagen you can give your 
patients extra nutritional reserves 
which they need to withstand both 
medical and surgical crises and de- 
bilitating diseases. 


Sustagen in itself is a balanced diet 
and can be given by mouth or by 
tube. It can be used alone or as a 
supplement to the diet, for short 
term or prolonged nutritional ther- 
apy. Sustagen supplies every known 
essential nutrient for maintenance 
or rehabilitation. 


Detailed information on the use of 
Sustagen in many clinical conditions is 
provided in the booklet “Nutritional 
Therapy: The Use of Food in the Man- 
agement of Illness and Injury.” Your 
Mead Johnson Representative will 
gladly supply you with a copy...or you 
may write to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 


iy 
| suééo 


A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: “Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 
pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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‘CARDILATE 


SUBLINGUAL TABLETS 


ANGINA PECTORIS 


“Nitroglycerin and erythro] tetranitrate when administered 
sublingually are among the most effective of all prophylactic 
agents available for the treatment of patients with angina pec- 
toris. The comparatively prolonged duration of action of ery- 
throl tetranitrate makes it especially valuable for clinical use.” 


Riseman, J. E. F., et al.: Circulation 17:22, 1958 


Sublingual administration obviates inactivation of 
nitrites in gastrointestinal tract. 


Most closely approximates nitroglycerin in frequency 
and degree of effectiveness. 


‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 mg., scored. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 
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IT SAVES YOU MONEY 
IT IMPROVES 

YOUR X-RAY 
PICTURES 


DEVELOCHEK 


A simple check on the blackening 
effect of your X-ray Developer. 


WHY THROW AWAY GOOD DEVELOPER? 
Maintain GOOD CONTRAST for 


the life of your developer! 
| BLAIR X-RAY | 
| 1515 Yale Bivd., S.E., Albuquerque, New Mexico | 
Please send me [] Sets DEVELOCHEK at $6.00 ea. : | 
for which | enclose [] Check [] Money order [_] Bill me | 
| My X-ray Dealer is: | 


Vor. 58, Nov. 1958 


5 
os 
™ 
; 
: 
A65 | 
. 


\-66 


CARNALAC is a standard Carnation Evaporated Milk formula, as usually 
specified—in convenient ready-prepared form. The mother just adds water. 
Soon, your Carnation Company representative will call to give you com- 


plete, detailed information on the new product and useful service material. 4 


(arnation 
Pe 2. for maximum 


EVAPORATED 


MILK 
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N a sense, when you prescribe 

“Premarin” for a wife and mother 
who is suffering in the menopause, 
chances are you're treating the 
whole family. Junior, Sis, and Dad, 
just like Mom, can tell the difference 
right off. 

Mother isn’t just more tranquil on 
“Premarin” therapy. Hundreds of 
published reports tell us she takes a 


The whole family likes “Premarin:’ 


positive outlook on life. She feels 
good. And we all know that’s the 
single most important factor for a 
happy home. 

Women on “Premarin” receive 
treatment that covers every aspect 
of the menopause, including prompt 
relief of physical distress. 

Is it any wonder physicians say 
the woman suffering in the meno- 


pause deserves “Premarin”? Many 
a family would agree. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltestos- 
terone. 

Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada (or) 
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positive 


PRONOUNCED TAY-O 


4 * 


(brand of triacetyloleandomycin with gluCOSAmine) 


Capsules / Oral Suspension 


effective 
control 
common 


CLINICAL all Staph 
RESULTS adults children infections 
Cured 272 (80%) 148(89%) 71 (68%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant’’ epidemi 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and chloramphenicol.) 


100 
Tao 
ae chloramphenicot 
~ 
33 
BRE erythromycin 
5% 4 penicillin 
REACTIONS: 
(a) adults (b) children 
Total—9.2% Total —0.6% 
(20 out of 217) {1 out of 167) 
Skin rash—14% Skin rash —none 
(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sustained blood lev- 
els « high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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Husbands, too, like “Premarin:’ 


HE physician who puts a woman 
Za “Premarin” when she is suf- 
fering in the menopause usually 
makes her pleasant to live with once 
again. It is no easy thing for a man 
to take the stings and barbs of 
business life, then to come home 
to the turmoil of a woman “going 
through the change of life.” If she 


is not on “Premarin,” that is. 

But have her begin estrogen re- 
placement therapy with “Premarin” 
and it makes all the difference in 
the world. She experiences relief 
of physical distress and also that 
very real thing called a “sense of 
well-being” returns. She is a happy 
woman again — something for which 


husbands are grateful. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltesto- 
sterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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THREE pull straps 
control traction in 
model 430-EHS lumbo- 
sacral support pic- 
tured . . . two 
semi-rigid steels. 
WRITE for “‘Truform 
Red Book,” the fully 
illustrated reference 
catalog of Surgical 
Supports and Elastic 
Hosiery. 


Please read this “detail”, Doctor... 
because it’s what your favorite Truform fitter would tell you, 
we believe, if he or she visited your office... 


Truform’s educational program offers the finest training in the 
selection and fitting of surgical supports. Truform supports 
are designed on well-understood physiological principles, with 
a thorough understanding of the supportive or corrective 
effects to be attained. And there are a wide variety of designs 
to permit your selection of exactly the correct type to provide 
maximum therapeutic effect consistent with comfort. 


TRUFORM Anatomical Supports are available 
only from the Ethical Appliance Dealer. 


anatomical supports 
3960 ROSSLYN DR., CINCINNATI 9, OHIO 
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inflammation here... 
it could be mild or 
severe, acute or chronic, 
‘primary or secondary fibrositis 
or even early 
eumatoid arthritis 


... assured anti-inflammatory 

effect of low-dosage corticosteroid ' 

... additive antirheumatic action 

of corticosteroid plus salicylate ?~> 

brings rapid pain relief; 

aids restoration of function 

more easily manageable corticosteroid dosage 

... much less likelihood of 

treatment-interrupting side effects '~° 
Composition 

Merticorten® (prednisone) .. 0.75 mg. 

Acetylsalicylic acid 325 mg. 


Packaging: Siamacen ® Tablets, bottles 
of 100 and 1000. 


References: 1. Spies, T. D., et al.: 
J.A.M.A, 159:645, 1955. 2. Spies, T. D., 

et al.: Postgrad. Med. 17:1, 1955. 3. 

Gelli, G., and Della Santa, L.: Minerva 

Pediat. 7:1456, 1955. 4. Guerra, F.: r 
Fed. Proc. 12:326, 1953. 5. Busse, 

E. A. Clin. Med. 2:1105, 1955. 6. 
Sticker, R. B.: Panel Discussion, Ohio 

State M. J. 52:1037, 1956. 


Complete information on the use of 
SIGMAGEN available on request. 


SCHERING CORPORATION BLOOMFIELD, N. J. 
5S G-J-198 


4 more potent and comprehensive Fi 
= treatment than salicylate alone 


now you can protect 


against diphtheria-tetanus 


without serious reactions 


CUTTER 
for immunizing patients from 8 to 80 


Booster injections through the teen years and 
into adulthood may be provided without fear of 
serious reactions. Routine active immunity can 
be established in all your patients. 

Adult Dip-Tet is adsorbed on Alhydrox (alu- 
minum hydroxide) which slows absorption of the 
diphtheria toxoid thus reducing reactions. The 
tetanus toxoid component has been purified and 
the high purification of the diphtheria toxoid 
permits a reduction in the amount used, further 
minimizing reactions. 

This type of vaccine was developed by the 
Armed Forces and is now used by them for 
routine immunizations. It is specifically recom- 
mended for children over 8 years of age, teen- 
agers and adults. 

*T.M. 


For complete descriptive literature, 
dosage information and a supply 
of wallet-sized immunization record 
cards for your patients, ask your 
Cutter man or write to Dept. 29-L 


Easily administered cc. 
injections 


Both booster and basic immuni- 
zation require only 0.5 cc. of 
vaccine per injection. Adult 
Dip-Tet is easily administered 
subcutaneously or intramuscu- 
larly. Primary immunization: 
2 injections of 0.5 cc. each given 
4 to 6 weeks apart. Routine 
booster: 1 injection of 0.5 cc. 6 to 
12 months after initial series fol- 
lowed by 0.5 cc. every 3 to 4 years. 
Booster following injury or expo- 
sure to diphtheria: 1 injection of 
0.5 cc. if previously immunized. 


CUTTER LABORATORIES 


Berkeley, California 
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COMES 
THE DAWN* 


W. BALLENTINE HENLEY, A.B., 
M.A., LL.B., M.S., LL.D. 


Los Angeles, California 


I. HIS BIOGRAPHY of Alexander the Great, 
Charles Lamb describes the consternation that swept 
over Alexander’s army when, after conquering all the 
known world, they one day consulted their charts and 
discovered that they had marched completely off the 
map. 

In a large measure that is the position in which we 
find ourselves today. We are marching on soil unex- 
plored. Disaster medicine, aviation medicine, radiation 
therapy, and space medicine are but a few terms that 
would have sounded unintelligible a half century ago. 
In all professional groups, as well as in the osteo- 
pathic profession, there are individuals who wish for 
the “good old days” when life seemed so simple and 
wonderful. If by some miracle such an individual could 
be transported back into an early era, the chances are 
that he would have to admit that perhaps the days were 
“old” but not very “good.” These same individuals 
would have found themselves unhappy with the founder 
of the osteopathic profession. He was a stimulating 
and a creative person. In a larger measure he was a 
medical revolutionist. He challenged accepted practices. 
He was not looking backward ; he was looking forward. 
Bishop McConnell related that when he was a boy 

he wondered who killed all the prehistoric dinosaurs. 
He grew up and found that no one had killed them ; the 
climate changed and they died. Institutions also have 
a life cycle; those that cannot adjust to the changing 
social climate must themselves pass the way of the 
dinosaurs. The healing arts have changed, and must 
constantly be changed in order to survive and to meet 
the demands of the times. There are osteopathic physi- 
cians who are content with the historical limits of the 
past and are satisfied with the status quo, sustained by 
*The Andrew Taylor Still Memorial Lecture, presented at the Sixty- 


Second Annual Convention of The American Osteopathic Association, 
Washington, D. C., July 17, 1958. 
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blind faith in an old tradition that enables them to “do 
business as usual.” There are other members of the 
profession who, with equal earnestness, experience a 
restlessness born out of a curiosity for uncovering new 
truths; they are attracted by new scientific medical 
practices and procedures. Still others uncritically dis- 
card the old, because it is old, and accept the new be- 
cause it 1s new. 

Some sage has said one cannot make footprints in 
the sands of time while sitting down. This age above 
all others is an age when to pause is “to make an end, 
to rust unburnished, not to shine in use” and thus to be 
discarded. 

We are all conscious, I am sure, that progress and 
change are not identical, although they are often con- 
fused. Just because something is different does not 
mean that it is an improvement. Retrogression in the 
scale of evolution would be change, but surely not 
progress as we understand it. Whether a change is one 
of progression or retrogression is determined by the 
existence of a criterion for judgment, which in turn 
expresses a scale of values. In our western civilization 
the chief criterion is the sanctity and the value of hu- 
man personality. Since the individual is but a segment 
of a society, the basic question is, What will benefit the 
greatest number of personalities? The upgrading of all 
mankind in normalcy of health—body and mind—must 
be the ultimate goal of all our efforts. 

Progress is made possible either by evolution or 
revolution. Osteopathy started out as a revolution. 
Those who have followed have sought to reach their 
destiny through evolution, 

“Truth, crushed to earth, shall rise again.” In 
spite of intentional or unintentional distortions, truth 
has a way of finding its own justification. 


Osteopathy: past 


The man whose creative thinking gave birth to the 
osteopathic profession, and whose memory we honor 
today, was most certainly the product of a frontier 
community. Andrew Taylor Still practiced at a time 
when medical therapeutics was crude and there was 
need for creative thinking to raise the art to a higher 
level. Dr. Still worked out some simple ideas about the 
relationship of structure to function and the natural 
immunities of the body. He reasoned them out for 
himself and, for his day and in their setting, they were 
heresies. Today, they sound like good modern medicine 
and good physiology. The crude and almost primitive 
medical practices which prevailed in the midwest in the 
post-Civil War period set Andrew Taylor Still to ques- 
tioning—to looking for a better approach to the cause 
of bodily ills and thus to the means of repairing them. 
There are those who contend that there is little evi- 
dence that the “Old Doctor” set out to overthrow all 
previous concepts of medical knowledge for all time; 
he did, however, live in a time when medicine simply 
had to burst out of its existing limitations. Among the 
few creative thinkers and inventors who came forward, 
Andrew Taylor Still made a unique and lasting contri- 
bution. Undoubtedly, with the passage of time and 
with the establishment of a historical perspective, he 
will be listed among the great geniuses of medicine. 

This is not an attempt at a historical sketch. Oth- 
ers more competent in the history of the osteopathic 
profession and particularly in the life and teachings of 
Andrew Taylor Still have done this task better than I 
could ever hope to do. Some point out that Dr. Still 
was not responsible for the considerable body of con- 
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fused thinking and terminology which came to be asso- 
ciated with his name during his lifetime. For some of 
this confusion his disciples were responsible, a circum- 
stance which seems to attend the birth and spread of 
all distinctive schools of thought. 


Dr. Raymond P. Keesecker,’ in his authoritative 
document, The Osteopathic Movement in Medicine, 
writes: 


Still did not make charismatic claims for himself—that he was 
a charismatic personality is a simple sociologic fact. As a re- 
sult, certain of his students attempted to deepen these qualities 
—and in part succeeded. From the time he first advocated a 
different approach to health and disease and for 18 years there- 
after, osteopathy was a one-man profession. Establishment of 
a school for teaching the new therapy was a logical happening; 
the circumstances surrounding its beginning were fortuitous, 
resulting in a rapid growth and development both of the first 
school . . . and of the profession. 


As for the purposes, Dr. Keesecker points out that 
these are defined in the very language of the Charter 
of the American School of Osteopathy, dated May 11, 


1892, showing no evidence of the ambiguities which. 


came to be imposed upon the profession’s beginning, 
“from both within and without” : 


The object of this corporation is to establish a College of 
Osteopathy; the design of which is to improve our present 
system of Surgery, Obstetrics, and treatment of disease gen- 
erally, and place the same upon a more rational and scientific 
basis; and to impart information to the medical profession; 
and to grant and confer such honors and degrees as are usually 
granted and conferred by reputable Medical Colleges; to issue 
diplomas in testimony of the same... . 


Indicating that the founders of the profession 
knew very well they were developing a medical school, 
Article 5 of the Charter is quoted as follows: 


That said board of trustees and their successors . . . shall have 
full power and authority to appoint a faculty to teach such sci- 
ences and arts as are usually taught in Medical Colleges; and 
in addition thereto, the Science of Osteopathy. . . . 


There is ample evidence that Dr. Still’s intention 
was to establish a medical school in which his particular 
concept of medicine and medical therapy was to be 
taught. The charter granted the American School of 
Osteopathy and its Board of Trustees the right to con- 
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fer the degree Doctor of Medicine. As fate would have 
it, the degree decided upon and used was that of Doctor 
of Osteopathy. 

Dr. Still’s zealous early followers, however, were 
by no means the only source of distortion of his teach- 
ings. Contemporary opponents took many of the con- 
cepts out of context in attempts to forestall the growth 
of the new school. Opposition to Dr. Still, the school 
~ a and its graduates first began at a local 
evel. 

Because of early legal restrictions, the actual prac- 
tice of most graduates was as manipulative specialists. 
The best explanation of the opposition that developed 
has been given by the late Louis C. Chandler, D.O. He 
pointed out that most of the medical doctors of the 
early period had no training in, and no concept of, the 
physical approach to the care of the sick ; so if a patient 
needing this type of therapy received no help from his 
medical doctor, he often found his way to an osteo- 
pathic physician. The latter, being skilled in physical 
medicine or osteopathic manipulative therapy, applied 
his knowledge and relieved the symptoms. The patient 
looked upon his osteopathic physician as a miracle man 
who succeeded where the medical doctor had failed. 
Often he went back and told the latter how stupid 
he was. 

This, according to Dr. Chandler, was one of the 
sources of the opposition and bitterness that developed 
between the two groups in medicine. The lines became 
rapidly drawn between the two camps and, by 1905, 
had reached to organized medicine at the state levels. 
From then on the differences in osteopathy and the 
medical profession developed along national lines, sep- 
arated not by differences over their fundamental pur- 
pose of serving mankind, nor by separate historical 
roots, but along organizational lines. 

The slowness in medicine’s advance in the pre- 
vious century accounts for the emergence and tenacity 
of the osteopathic profession. Its principles and tech- 
nics, as administered by well trained D.O.’s, filled a 
gap in areas where medicine had no drugs or remedies 
and where osteopathy provided effective therapy. 


Osteopathy: present 


That the differences were then, and are now, only 
in point of view and emphasis is attested by the simi- 
larity in training received by students in osteopathic 
and medical schools. 

That the osteopathic profession is a part of “great 
medicine” is also indicated by its acceptance of normal 
procedures used by the majority school of medicine. 
The majority school trains and prepares the ancillary 
personnel and laboratory assistants who work with our 
profession, and with the exception of one institution, 
most of the nurses are trained in medical nurses’ train- 
ing schools. The clinical textbooks used by the osteo- 
pathic colleges are written by M.D.’s and are the same 
textbooks as are used in medical schools. 

There are those in the profession who feel that 
there is too great a similarity between the two schools, 
but these critics of modern osteopathic education sel- 
dom present any alternative. Even in courses on osteo- 
pathic technic, the fact that our schools use texts writ- 
ten by medical men reveals one of our greatest weak- 
nesses: failure to develop a research program com- 
mensurate with the ambition of Dr. Andrew Taylor 
Still’s original objective. That the osteopathic profes- 
sion has had its influence on the majority school of 
practice, however, is indicated by the existence of a di- 
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vision within the majority school of practice known as 
physical medicine and rehabilitation, where principles 
of osteopathy are being taught to medical students, but 
under different names. 

It was the June 1955 vote of the A.M.A. House of 
Delegates which most recently reiterated the traditional 
stand of organized medicine that osteopathy is a cult 
and should be treated as such. As is well known, this 
was not the attitude of the most responsible and in- 
formed leaders of the medical profession. The precon- 
vention work of the A.M.A. Committee for the Study 
of Relations Between Osteopathy and Medicine result- 
ed in a recommendation for development of closer rela- 
tions with the practitioners of the osteopathic school 
of medicine. The reference committee which studied 
this report recommended, with the exception of one 
member, its adoption by the House of Delegates. That 
one exception, however, caused the House to vote 101 
to 81 to reject the recommendation of its own reference 
committee. 

Regardless of the difficulties imposed upon our 
profession by this situation, even more vital is that the 
public loses. Both M.D.’s and D.O.’s are prevented 
from realizing the benefits that each might obtain from 
an exchange of experiences, technics, and training. 
There are many M.D.’s who could profit by cooperation 
with individuals versed and skilled in manipulative 
therapy. The fact that physical medicine and body me- 
chanics are taught in medical schools indicates that 
organized medical education recognizes such a need. 
Under present regulations, however, a reputable M.D. 
is denied the right to consult with an experienced os- 
teopathic physician. On the other hand, an osteopathic 
physician who desires to consult with a urologist, endo- 
crinologist, or some other medical specialist, is denied 
the opportunity. Who suffers from this? The public 
—the patients. 

In a recent issue of Hospital Management? there is 
an article by Charles U. Letourneau, M.D., which out- 
lines one phase of the problem. Dr. Letourneau com- 
ments on the incongruity of a situation which permits 
foreign medical graduates to be “welcomed with open 
arms” by American hospitals, while graduates of osteo- 
pathic colleges are outside the pale. This is true even 
though “foreign doctors seem to be inferior in quality 
to our own doctors of medicine,” . . . while “it is 
fairly well established that graduates of osteopathic 
schools do as well as graduates of medical schools in 
many state medical licensing examinations.” 

Foreign medical graduates of “doubtful back- 
ground” are being accepted without question, writes 
Dr. Letourneau, but graduates of osteopathic medical 
schools, whose background is precisely ascertainable, 
are being rejected. The writer points further to the 
likelihood that sanctions might be visited upon hospitals 
that permit osteopathic physicians to care for patients 
on their premises. 

This situation increases the problem in raising 
professional standards for education and training. 
There is the need for postgraduate training, for train- 
ing psychiatrists and others in the mental health field, 
and for increased research personnel. In such fields 
the ranks are thin. Medical men who might be disposed 
to assist and cooperate are hampered by the attitude of 
the American Medical Association, and do not wish to 
put in jeopardy their own professional status. 

Possibilities of decisively expanding training fa- 
cilities, it must be realized, are not promising, under 
present conditions. Just to “ hold our own” will prove 
quite a task. Perhaps it would help to compare the 
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estimated financial need of osteopathic schools with the 
estimates made by the medical schools of their needs. 

In the year 1956-1957, 82 of the 85 American 
medical schools reported a total “basic medical school 
operating budget” of approximately $111 million. At 
the last meeting of the American Osteopathic Associa- 
tion it was reported that the Associated Colleges esti- 
mated their combined needs for the next 10 years to be 
$75 million. This was a conservative estimate based 
upon maintaining student bodies of the present size, 
but not enabling the osteopathic profession to keep up 
its present ratio of 7.4 doctors for every 100,000 per- 
sons.® 

When questioned by a writer from U.S. News & 
World Report, Dr. Vernon W. Lippard, Dean of Yale 
University’s School of Medicine, stated that just to 
establish a medical school under private auspices takes 
a minimum endowment fund of $10 million to $25 
million for the facilities, depending on whether a new 
hospital had to be built. He further stated that to re- 
place the plants of some of the larger medical centers 
presently in existence would require at least another 
$25 million, or a total of $50 million. Osteopathic col- 
leges have modest needs indeed compared to those of 
the medical schools.‘ 

Yet, to expand, even these modest needs look large. 
Money for expansion quite obviously cannot come 
from the osteopathic profession alone. So far, osteo- 
pathic colleges have received no substantial grants 
from foundations or corporations. When the colleges 
approach the foundations, they are informed that grants 
are made to approved medical schools and therefore 
the osteopathic colleges do not come within the purview 
of corporation grants. Some years ago, the osteopathic 
colleges approached the Fund for Medical Education 
for assistance. It was pointed out that the Board of 
this Fund included M.D.’s but no representative from 
the osteopathic profession. Polite thanks were extend- 
ed for this information, but no assistance was forth- 
coming. The grants go for medical education in the 
narrow sense, namely to schools approved by the 
American Medical Association. 

Many of the osteopathic colleges remained pro- 
prietary until fairly recently, although by the late 
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are willing to support the six colleges 


1930’s or early 1940's all had become nonprofit institu- 
tions governed by independent boards of trustees. 
Unlike the medical schools, the osteopathic colleges 
have no affiliation with approved universities. Because 
of the preponderance of medical men under the influ- 


The question of whether 13,000 D.O.’s 


is being answered in the affirmative 


ence of the A.M.A., medicine has remained the ma- 
jority school of practice, setting the training standards. 
Large grants for the training of medical students find 
their way almost exclusively to colleges under the aegis 
of the approved medical centers. This is not surpris- 
ing, considering that advisers to individuals and to 
boards almost universally include M.D.’s but rarely 
include D.O.’s. 

In the past 30 to 40 years, hundreds of millions 
of dollars have been pourgd into medical schools and 
medical facilities. As has been stated, the combined 
operating budget of 82 medical schools was given as 
approximately $111 million just for the year 1956- 
1957. About half of these funds (47.5 per cent) came 
from government appropriations—federal, state, and 
municipal.* For that same period the total operating 
budget of the six osteopathic colleges was about $414 
million, of which approximately 7.9 per cent came from 
federal, state, and municipal governments. This point 
is important in considering the future of the osteopath- 
ic profession. 

For medical schools, the tuition fee provided 18.2 
per cent of the total budget; endowments, 11.5 per 
cent; general university funds, 6.7 per cent. Gifts and 
other sources provided another 16.1 per cent of the 
total funds required. There are also separate funds for 
hospital and clinic operation and maintenance in con- 
nection with the schools, and grants-in-aid, from out- 
side sources, for research. 

On the other hand, in osteopathic colleges the tui- 
tion fees accounted for 22.5 per cent of the funds 
raised during the year 1950-1951. The bulk of the re- 
maining funds represented deficit financing. A trend 
which has developed in the osteopathic profession 
which is heroic and meritorious of comment, is that the 
profession has recognized its educational responsibili- 
ties by raising dues in order that a substantial contri- 
bution could be made to osteopathic education. In one 
state, for example, the dues have been raised to $300 
per year with approximately $200 of it earmarked for 
educational purposes. 

In the 1957 Medical School Inquiry Report of the 
Interstate Commerce Committee,® figures are presented 
that pretty well tell the story. Support of medical 
schools comes mainly from the public, while the osteo- 
pathic colleges, for the most part, have been built and 
supported by the osteopathic profession itself. The 
profession may well be proud of this achievement, but 


it cannot close its eyes to the limitations which this. 


places upon its future. The real problem is one of sur- 
vival. It is tied up with simple economics. The ques- 
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tion of whether 13,000 D.O.’s are willing to support 
the six colleges is being answered in the affirmative. 
The next question is, If they are willing, are they able 
to do it? And, of course, the last question is, If both 
willing and able, will they be able to provide enough 
to meet the demands placed upon the colleges by an ex- 
panding economy and by a demand for more and bet- 
ter trained doctors? 

This is not to say, however, that we have reached an 
impasse. The United States, with its growing popula- 
tion, needs to expand its facilities for training of 
doctors. 

Data compiled by the Division of Public Health 
Methods of the Public Health Service show a total 
number of 218,061 physicians in private practice in 
1955. The gross ratio that year of physicians to popu- 
lation was 1.32 per 1,000 with only 1.18 in active prac- 
tice. Both gross and net figures were slightly lower 
than just before World War II. In 1941, when the 
population was about 133% million, the ratio of doc- 
tors to 1,000 population was 1.36; the smaller 1955 
ratio was for a population of close to 162% million. 
With total population in 1960 expected to reach 177 
million, the expected gross ratio of physicians is an- 
ticipated at no more than 133 per 100,000. This is true 
in spite of a continuing increase in the number graduat- 
ing from medical schools—from 5,000 in 1940 to an 
expected 7,000 by 1960.° 

U.S. News and World Report® quotes Dr. Lippard 
to the effect that merely to maintain today’s ratio until 
1975, there would have to be built 22 new medical 
schools, and these would have to be started almost im- 
mediately. It is estimated that the number of applicants 
to medical schools will increase from this year’s 15,000 
to 33,000 by 1965. Since there is no likely prospect of 
establishing the new schools necessary even barely to 
keep up the present supply of doctors, we need have 
no fears of a lack of demand for physicians, including 
osteopathic physicians, for a good many years to come. 
The problem, rather, is how to meet an increased na- 
tional requirement for medical services of all kinds, 
including the expansion of facilities to train a greater 
number of D.O.’s. 

Under present enrollment capacities, about 460 
D.O.’s can be expected to graduate each year from os- 
teopathic colleges. Building plans and construction al- 
ready under way are expected to increase total student 
capacity to graduate a peak of 530 new D.O.’s per year 
by 1962. After that, the number of graduates will in- 
crease only if additional educational facilities become 
available to the existing colleges, or if it should prove 
possible to establish additional schools. 

Some state and federal funds have found their 
way to our profession, providing a small amount of as- 
sistance as indicated earlier. To date, no state has 
established a college of osteopathic medicine. If the 
osteopathic profession were to receive tax money in 
proportion to that received by medical schools, the 
amount would closely approximate $2 million per year. 
Some grants have been made by the Public Health 
Service to the federal government for teaching and 
research. Under the Health Research Facilities Act, 
as of last year, two osteopathic colleges had applied for 
grants. Funds were supplied under the Hill-Burton 
Act to three osteopathic institutions.* 


The osteopathic colleges have been criticized for 
not applying more vigorously for a greater share of 
these public funds. But what the critics overlook is 
that matching funds must be forthcoming locally before 
the federal funds are supplied. Moreover, construction 
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of a new building is but the beginning. Maintenance 
and operation costs must be guaranteed. Thus, the 
federal grants as now constituted are not available 
merely for the asking. 

The fact is that all six osteopathic colleges in- 
formed the Interstate Commerce Committee in its Med- 
ical School Inquiry that they would apply for federal 
matching grants if legislation were passed for con- 
struction of teaching facilities. The colleges submitted 
to this congressional inquiry a report showing plans 
for new facilities between July 1, 1957, and June 30, 
1962, amounting to $21,075,000, with $1414 million 
chargeable to teaching budgets. The required matching 
funds, to be raised by the osteopathic colleges, says the 
Medical School Inquiry,’ would come from “current 
gifts from alumni, lay friends, the general public, 
foundations, industry and labor, increase in endow- 
ment, state contributions, increased income from post- 
graduate study, and increased undergraduate fees.” 

The same sources would be tapped in attempting 
to meet increased operating and maintenance costs 
resulting from the expansion of existing facilities and 
construction of new ones. In addition, some of the 
colleges reported that they expected to meet increased 
expenditures from increased revenues from clinical 
services in hospitals and clinics connected with the 
osteopathic colleges. 


Osteopathy: future 


This brings us to a consideration of the future 
course. What are the alternatives open to the osteo- 
pathic profession? 

One, of course, would be to say that the task is 
hopeless, that we are tired of the struggle, that it was a 
mistake to try to reform medicine, and that all should 
turn in their licenses. This course, it goes without say- 
ing, is so unacceptable that it sounds ludicrous even to 
mention. Protests would come not merely from within 
the profession, but also from among the thousands 
upon thousands who have benefited by osteopathic care. 

Moreover, institutions are the fruit of social needs, 
and if this profession decided to terminate its existence, 
some other group would step in and attempt to meet 
that social need. Finally, there is no such serious con- 
templation within the profession itself and, human na- 
ture being what it is, this course is highly improbable. 

The second alternative, equally unacceptable, 
would be to limit the practice of the profession to 
straight manipulative therapy, withdrawing from the 
use of drugs, surgery, and certain diagnostic proce- 
dures. The germ of some merit to this improbable al- 
ternative is that it would reduce the need for an elab- 
orate educational program. Practically, however, it is 
no longer possible to retreat to a limited license. Mod- 
ern osteopathic practice requires careful diagnosis be- 
fore manipulative care is given, and careful diagnosis 
requires adequate training. Once a man has had such 
training, he feels he has the right to use it in looking 
after the health of his patients, without the restrictions 
that limited licensing would impose. The doctor pre- 
fers to impose limitations upon himself rather than 
have them imposed upon him. 

The third alternative is to accept the challenge and 
lay plans to go forward to build stronger osteopathic 
colleges, and more of them and to raise the quality and 
scope of the training so that the profession may in- 
crease in proportion with the growing opportunity 
presented to medicine as a whole. This is no small 
chore. 
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Assuming that this last is the choice selected, and 
there does not seem to be any other, then the problems 
to be solved are twofold: (1) raising the necessary 
funds required to continuously improve the training 
facilities, and (2) finding the right kind of personnel. 
Money alone is not all of the answer although it is 
necessarily an important part. Equally important is 
finding personnel: great doctors who are also great 
teachers; who love mankind and who love patients; 
who are kind, who love students and are willing to 
devote their lives in the field of teaching and who get 
their satisfactions vicariously through the accomplish- 
ments and services of those they teach. It requires mo- 
bilizing a group of cultured gentlemen who are scholars 
and competent physicians and who have acquired a 
facility for touching the springs that make a young 
mind want to follow. Such a faculty must have the 
power to stimulate students to ask questions. They 
must inculcate in the young student the appreciation 
that the patient is the important consideration of his life 
from the minute he gets his license until he, the doctor, 
dies ; and that he has an obligation to take care of that 
patient, and if he finds he has limitations which prevent 
him from giving the required care, then he is obligated 
to find a man qualified to assist him. 

Salaries, to provide high-caliber faculties, have to 
be sufficient to permit the faculty member to lead a 
life of dignity, with the necessities of life and some of 
its luxuries. He should be able to assume in his com- 
munity a certain cultural status commensurate with his 
calling. He should have the opportunity of sabbatical 
leave in order to study at other institutions to improve 
himself, replenish his inspiration, and return a stronger 
and finer teacher. 

Adequate pension programs should be provided 
for those who give their lives to the training of doctors. 
Osteopathic teachers are not unique in this request. 
They are but echoing the demands made by other pro- 
fessions and vocations, feeling that they, too, have the 
right to share in some of the benefits that this highly 
technical civilization is making available to others. 

To attract great talents to this field, it may be 
necessary for the osteopathic profession to grow its 
own giants. A visitor from a medical school explained 
the method which his own institution used. When they 
started out years ago, they sent him on a tour of Amer- 
ica to recruit a strong clinical faculty. As soon as he 
approached a likely clinical teacher and made an offer, 
the institution where he was engaged, realizing the 


To attract great talents to this field, it 


profession to grow its own giants 


man’s value, increased the salary. Soon he realized he 
was in a competitive field, in which all would be priced 
out of business. He returned to his institution and 
made his report. As a result it was decided to make an 
investment in ten or twelve of their own young faculty 
members. These were sent to various parts of the 
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world to study, tu improve, to grow, and then return 
to teach. “That is what we did,” said our informant, 
“and they are the strong men of our faculty today.” 

Applying this to the osteopathic profession, the 
time has come to select each year a dozen or so young 
interns who have demonstrated their bent for teaching, 
their inclination for research, and their dedication to 
young people; to provide traveling fellowships for 
from $3,500 to $5,000 per year, to enable them to study 
under the appropriate people in various fields and to 
develop the qualities essential to a great teacher. Re- 
turning to their institutions, these young men with the 
passing of time might be expected to become leading 
authorities in their chosen fields. 

There is a need for scholarships for undergradu- 
ates, to enable more likely students to persevere and be- 
come osteopathic physicians. Students bear a consider- 
able expense because of the high tuition and living 
costs. Undoubtedly this prevents many who would like 
to become doctors from taking steps in this direction. 

Then there is another field, just the mere mention 
of which is synonymous with finances: research. A 
modern medical school must have a research program 
in order to train doctors adequately. 

One authority in osteopathic manipulative technic, 
in commenting upon this, stated that the osteopathic 
colleges in over 65 years have produced little scientific 
evidence to support their teaching. The chief support 
that is available apparently is from clinical results. This 
influence has undoubtedly been a factor during the time 
when medical schools have established departments of 
physical medicine. Medical men have been forced to 
take into consideration the physical and structural fac- 
tors of disease. However, it is difficult to measure the 
exact nature of this influence. 

There is also the need for larger and better physi- 
cal plants, especially for hospital care. The construc- 
tion cost per bed is constantly mounting. A new teach- 
ing hospital constructed recently at a cost of $10 mil- 
lion resulted in a mere 500 additional beds. Yet there 
must be more and more hospital beds available for 
teaching purposes; outpatient clinic loads are decreas- 
ing with the growth of hospital and health insurance 
plans. 

The question is not, Will these funds be obtained ? 
but, Can the profession survive, if these funds are not 
obtained ? 


It is only within the last 10 or 15 years that con- 
certed campaigns were launched to raise money for os- 
teopathic colleges. In the early days, many of the 
schools were proud to be self-sufficient. Because of 
this attitude, osteopathic physicians often gave money 
to universities, church organizations, church hospitals, 
and even to institutions which they could not profes- 
sionally enter. It would seem, therefore, that our own 
physicians need to become conscious of the needs of 
our schools, and if in a position to do so, should seek 
legal advice for the drawing up of bequests. A doctor 
who has made such provision in his own will is then 
in a position to approach others to do likewise. 


Another avenue that has not been tapped suffi- 
ciently is the obtaining of gifts of securities and stocks 
to the colleges, with the income accruing to the donor 
during his lifetime and then to his immediate family. 
Eventually, through this means, the institution would 
receive the full gift; in the meantime, its assets are in- 
creased. At the same time, there are financial advan- 
tages to the donor in the saving of estate taxes after 
he has gone. There is also the assurance that he has 
provided adequately for his loved ones. 


146 


Corporations are possible sources of funds, and 
doctors who own blocks of stock should use their influ- 
ence in the corporations, if possible, to have D.O.’s 
placed on the medical advisory boards. Physicians who 
have such resources are in a position to recommend 
that the corporations give serious consideration to the 
applications of osteopathic colleges for assistance. They 
are also in a position to advise the colleges about apply- 
ing for funds, 

There is a continued need to seek for legislation 
that will make osteopathic colleges eligible for federal, 
state, and local assistance in grants, service contracts, 
and other means of participation in the nation’s public 
health program. 

Assuming that these objectives are met, it is only a 
question of time until the osteopathic profession will 
be recognized for its achievements, and will then be 
in a situation to deal with the majority school from a 
position of strength. Complete cooperation cannot 
come about overnight, nor should it. Both are proud 
groups. Each must be sure that the other is sincere. 
It would be improper for me as a layman to take sides 
in such a matter, but only to marshal the data; the 
ultimate decision is for the professions to make. 

Some of the arguments for greater cooperation be- 
tween the two professional groups are: 

First is the argument that the osteopathic profes- 
sion has made its originally intended contribution. It 
has influenced the majority school of medicine to in- 
clude physical medicine and rehabilitation in its arma- 
mentarium. The majority school has recognized the 
natural immunities of the body, and that body me- 
chanics have a part to play in the problems of health 
and disease. 

It is further argued that if the two schools were 
brought closer together, more funds would be available 
for research in the underlying principles of the osteo- 
pathic philosophy. Research in the osteopathic field 
would not then be hindered by prejudice, whether lay 
or professional. 

It is sometimes submitted that if an era of good 
will and cooperation could be brought about, the indi- 
vidual osteopathic physicians would have greater op- 
portunities for personal growth and wider fields for 
service. This they would find in medical clinics, hospi- 
tals, graduate schools, and other areas now closed to 
them. They would have opportunities to study under 
great medical men. Above all, the osteopathic physician 
could spend more of his time in fighting disease, with- 
out having to fight for his professional existence. 

Also, the osteopathic educational program as a 
whole would benefit by affiliation with a university in 
an environment beneficial to any professional man’s 
personal training. Lastly, but of greatest importance, 
the public would benefit, because M.D.’s would be free 
to call into consultation men who have specialized in 
the field of physical medicine, and the D.O.’s could 
consult with medical doctors. 

Those who oppose this trend do so on the follow- 
ing grounds: 

It would mean the extinction of osteopathy as a 
profession, as was the fate of the homeopathic profes- 
sion. Such cooperation would strengthen the monopoly 
of the majority school; this would not be of public 
benefit, as there would then be no minority school to 


challenge, to criticize, to hold in check, or otherwise | 


influence the majority. The analogy is drawn of the 
Democratic and Republican parties serving as a check 
upon each other. 


It is also argued that public health is better served 
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by the existence of a strong minority school of medi- 
cine. It would be served still better if philanthropy 
and government would give financial assistance and en- 
couragement to osteopathic education, not only to im- 
prove the present schools but also to double their num- 
ber in the next 10 or 15 years. There is room for 
40,000 to 50,000 osteopathic physicians and surgeons 
in the United States to help meet the ever-growing 
health demands of the nation. 

In the opening paragraphs it was pointed out that 
the loadstone of progress, the criterion for judgment, is 
the value of the individual personality. Both medical 
and osteopathic professions dare not lose sight of the 
fundamental question involved: How are the health 
needs of patients best cared for? 

Both medical and osteopathic professions need not 
only an era of cooperation but a time for sincere soul- 
searching. The layman, for years, has placed the doctor 
on a pedestal, but slowly, in his contacts through serv- 
ing on advisory boards, or boards of directors of hos- 
pitals, and campaign committees, he is getting a closer 
unprofessional look at the doctor. The doctor was once 
viewed as a great humanitarian and as a part of the 
society of learned men. In spite of the low state of 
medical knowledge in the last century, he was a healer, 
and rather effective because he was great within him- 
self ; having mastered the art of living, he himself had 
become a healing agent. The simple qualities that make 
for greatness that could be found in several medical 
men of the last century were brought to a sharp focus 
in Andrew Taylor Still. He was a man trained in the 
principles of observation, who had learned how to col- 
lect data, and classify it, interpret it, and form a judg- 
ment—in short, he was a man who was creative, whose 
mind was always questioning. Some of these qualities 
of Andrew Taylor Still are slowly being lost either 
through misuse or having never been learned. 

One of our leading osteopathic physicians com- 
mented that today the doctor is largely a middleman. 
The diagnostic laboratory with its precision instru- 
ments produces mechanical answers that tell what is 
wrong with a patient, and the detail man of the phar- 
maceutical house tells him what to do for it. The time 
for self-analysis is at hand before the public rises up 
and takes over control from both medical and osteo- 
pathic organizations. 

Weighing the place of the doctor in the world of 
tomorrow, his adjustment to fast-advancing technics, 


® There is no ideal pattern for nursing homes and 
homes for the aged in the kaleidoscope of health services 
for older people. The health services that older people 
require, like the bits of colored glass in a kaleidoscope, 
can be arranged in an endless variety of harmonious, 
effective patterns to suit the circumstances of any individ- 
ual, any family, any community, or any State. The nurs- 
ing home is just one piece, and its place in the pattern 
depends on the availability and quality of other health 
services for the aged... . 

Facilities and services that permit better care of 
older people are at the center of the larger problems of 
aging. . . . According to the first estimates of the U.S. 
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and his very place in the stream of time, perhaps the 
two professions cannot consciously decide to come 
quickly to a unified frame of mind on issues involving 
their historic role. But the ultimate public health objec- 
tive will, in the end, be the criterion for meeting the 
question and enabling the two schools of medicine to 
resolve their conflict once and for all. 

The forces of nature are all against the separatists ; 
those groups of people who isolated themselves from 
the caravan routes became the progenitors of the so- 
called backward peoples of today. Those who identify 
themselves with the fast moving streams of life become 
a part of those streams and aid constructively in the 
realization of today’s civilization. We are living in a 
world of science, not primarily of medicine or osteop- 
athy, but a world of scientists, biologists, chemists, 
physicists, and all the allied groups, all dedicated to 
understanding the problems of life and adjustment to 
environment. It is imperative now as never before to 
recognize the osteopathic profession’s unity with the 
rest of the scientific world in method and language, 
and its obligation to fit into the changing scheme of 
things. 

It is appropriate to reiterate in the conclusion of a 
memorial address, “What did Dr. Andrew Taylor Still 
attempt to do? Has it been done? Have we kept the 
trust?” The medical world that he faced is a different 
world from that of 1958. He was as courageous as he 
was creative. He was willing to challenge axioms. We 
do not have to worry about Andrew Taylor Still. He 
now belongs to history. We must have his spirit today 
to face the facts of change, or go the way of the dino- 
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National Health Survey, about 1,800,000 men and women 
over 65 years are unable to carry on because of chronic 
conditions. I do not imply that all of these should be 
in nursing homes or homes for the aged. But among 
them are many whose families cannot afford skilled care 
at home, many who are eking out a lonely, marginal ex- 
istence, and many whose illness contributes to dependency 
because an employed member of the family must give up 
a job to care for an invalid. We have reason to be dis- 
turbed about the dollar price of our neglect of health 
services for the aged; it touches everyone’s pocketbook. 
—Leroy E. Burney, M.D., Public Health Reports, Au- 
gust 1958. 
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PAUL M. STEINGARD, A.B., D.O. 
Philadelphia, Pennsylvania 


L.. PURPOSE OF this paper is to report ex- 
perience with prednisolone tertiary-butylacetate (Hy- 
deltra-T.B.A.). This work has extended over a period 
of 2 years in an active general practice. 

Since the advent of the adrenocortical steroids, 
treatment of pathologic conditions of joints as well as 
other involvements of the reticuloendothelial system 
have undergone considerable change. No matter how 
beneficial steroids have been, they have had their limita- 
tions and contraindications. Injectable steroids could 
only be used systematically or intra-articularly prior to 
the advent of the drug to be discussed in this paper. 

The great majority of extra-articular involvements 
such as lumbosacral strain, sciatic syndrome, and 
strains and sprains have been treated satisfactorily with 
a variety of therapies. Osteopathic manipulative treat- 
ment, the muscle-relaxing drugs, ultrasound, ethyl 
chloride, and trypsins all have their relative values. It 
is not the purpose of this paper to claim a replacement 
for these modalities, but rather to introduce another 
agent that can be added to the general practitioner’s 
armamentarium. 

The criteria for an injectable steroid that could be 
used practically would be one that would act locally, 
with effectiveness, have a minimum of side effects, and 
a wide range of flexibility for treatment to various 
parts of the body. Prednisolone tertiary-butylacetate 
appears to be such a product. 

Prednisolone tertiary-butylacetate is a white crys- 
talline powder very slightly soluble in water (less than 
1 mg. per 100 cc.). The formula of suspension Hydel- 
tra-T.B.A. is as follows: 


Prednisolone tertiary-butylacetate 2.0% 
Benzyl alcohol 0.9% 
Polysorbate 80 0.1% 
Sodium citrate 0.1% 
Sorbitol 45.0% 
Water for injection q.s. ad. 100.0% 


It is supplied in 5 cc. vials, containing 20 mg. per 
cc. of Hydeltra-T.B.A. This very slightly soluble ester 
of prednisolone, according to the reference literature, 
is capable of producing a longer and more profound 
anti-inflammatory effect when injected into the synovial 
spaces than hydrocortisone tertiary-butylacetate. This 
applies even to patients who are not benefited by the 
latter drug. Actually 20 to 30 mg. affords a duration 
of relief that is 10 per cent longer than that following 
the use of 37.5 mg. of Hydrocortone-T.B.A. and about 


*This paper was supported by a grant-in-aid from Merck, Sharp & 
Dohme, Division of Merck & Co., Inc., Philadelphia, Pennsylvania. 
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The use of prednisolone tertiary-butylacetate in 


GENERAL PRACTICE 


60 per cent longer than that produced by 37.5 mg. of 
Hydrocortone acetate." 

The investigative work on Hydeltra-T.B.A. ap- 

pears to be quite encouraging. Lipow, Kron, and 
Smith? report treatment of 181 acute cases with 168 
excellent to good results. Their series included bursitis, 
strains, and sprains, epicondylitis, and muscle injuries. 
The patients required an average number of two in- 
jections. The responses to treatment of chronic ill- 
nesses was equally good. Of 219 cases treated with 
Hydeltra-T.B.A. there were 190 excellent to good re- 
sults. Among the conditions treated in this group were 
Dupuytren’s contracture, tensor fascia lata syndrome, 
coccydynia, capsulitis, and frozen shoulder. 

Ramos* reported on 25 patients treated with Hy- 
deltra-T.B.A., suffering from cervical, dorsal, lumbar, 
and sacroiliac spondylolysis. They were given a com- 
bined total of 115 injections. Improvement was noted 
in 24 patients; this consisted of absence of tenderness, 
increased mobility of the spine, and absence of nerve 
root irritation and irradiation. 

Smith* has reported that Hydeltra-T.B.A. has been 
extremely helpful in the relief of pain in chronic fibro- 
sitis. 

In this study, a series of 100 patients were treated 
with Hydeltra-T.B.A. Patients were selected for this 
therapy on the basis of practicability and of failure to 
respond to other forms of treatment. Where it was 
felt that other modalities would be of benefit, they were 
either used exclusively or jointly with the injections. 

The indications for the use of Hydeltra-T.B.A. 
intra-articularly were considered to be the same as 
those for all injectable steroids for intra-articular use. 
Where joints or tendons were found to be calcified, 
according to either x-ray examination or past history, 
treatment was deferred in favor of the more popular 
roentgen therapy. The only contraindication to intra- 
articular injection was felt to be bloody effusion. How- 
ever, one patient with hemorrhagic effusion did receive 
Hydeltra-T.B.A. with no untoward effects. 

Perhaps the greatest guide toward using the in- 
jection extra-articularly was the subjective and palpa- 
ble evidence of point tenderness. The suspicion of a 
pathologic conditioning lumbosacral disk was not con- 
sidered a contraindication in those patients with the 

complaint of sciatic or other pain. Rather a failure of 
Hydeltra-T.B.A. to cause any response appeared to 
fortify this diagnosis prior to myelography. 

In evaluating results, the following criteria were 
used: Excellent response was considered to be one 
that responded to a single course of therapy, that is, 
one to three injections with no recurrence. A good re- 
sponse was considered to be one which allowed complete 
relief following a course of therapy, but with recur- 
rence of complaints 6 months to 1 year later. The 
group classified as showing no response were neither 
profoundly aided nor worsened by the injection. 


Journar A.O.A. 


nec 
inte 
of 
ext 
ma 
the 
eff 
the 
ret 
dr 
in! 
en 
W 
th 
er 
fli 
in 
je 
gi 
th 
it 
tl 
D 
t! 
( 
|__| 


Technic 


Intra-articular injections.—The skin is thoroughly 
cleansed. A 20-gauge, 14-inch or 2-inch needle con- 
nected to a Luer lock syringe of variable size is inserted 
into the involved joint or bursa. (I tend to avoid use 
of local anesthetic agents both intra-articularly and 
extra-articularly because of the tendency of the land- 
marks to be destroyed. I feel that there is less pain if 
the patient receives one accurate injection.) Fluid of 
effusion, if present, is aspirated slowly until it is felt 
that most or all has been removed. The syringe is then 
removed, with the needle left in place, and a previously 
dry sterile syringe, now containing % to 1% cc. of 
Hydeltra-T.B.A. is attached. This is injected slowly 
into the joint or bursa until either the contents are 
emptied or it is felt that the joint or bursa is saturated. 
Where there is still some remaining fluid of effusion 
the Hydeltra-T.B.A. is injected and drawn back sev- 
eral times in order to get a mixture with the synovial 
fluid. Upon removal of the needle the extremity in- 
volved is put through passive motion for 30 seconds to 
insure proper dispersion of the injected substance. 

Extra-articular injection.—The extra-articular in- 
jection can most frequently be performed using a 22- 
gauge, 114-inch needle. Occasionally, depending upon 
the site to be injected and the size of the patient, a 2- 
inch needle is needed. The patient is asked to touch 
the point of greatest pain. This spot is palpated by the 
physician and marked with a ball-point pen. Often, if 
the patient is unable to locate the pain because it is only 


TABLE I-—-RESULTS OF TREATMENT 


Condition No.of Results No Average 
Patients Excellent Response No. of 
And Good Injections 
Intra-Articular 26 21 5 
Bursitis 
Subdeltoid 7 5 2 1 
Prepatellar 
with 
effusion 11 10 1 2 
Prepatellar ‘ 
without 
effusion 3 2 1 1 
Radiohumeral 1 0 1 1 
Olecranon 4 4 0 2 
Extra-Articular 70 64 6 
Myofibrositis 
Paravertebral 
lumbosacral 
musculature 27 27 0 2 
Paravertebral 
cervicodorsal 
Musculature 1 1 0 1 
Hamstring 
muscles 1 1 0 1 
Gastrocnemius 
muscle 1 0 1 1 
Sciatic syndrome 35 30 5 2 
Intercostal neuralgia 4 4 0 1 
Ankle sprain 1 1 0 1 
Fractures 4 4 0 
Rib 1 1 0 2 
Neck of the femur 1 1 0 1 
Sacrum 1 1 0 3 
Ramus of the pubes 1 1 0 1 
Total 100 89 11 
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present in certain positions or types of motion, he is 
asked to simulate these. The area around the point of 
greatest intensity is palpated by the physician until he 
has determined to his satisfaction that he has found the 
trigger site. With sciatic pain or pain along the course 
of a nerve, it is a good idea to try to find the most 
proximal site. Usually the most proximal site is the 
trigger point and is most painful to palpation. The 
spot is injected and 1% cc. Hydeltra-T.B.A. is instilled. 
The question of whether or not to inject the entire 
amount directly, or to change directions of the needle, 
is determined by the size of the pain area. After re- 
moval of the needle, the patient is directed to put the 
part involved through a range of motion, if possible, to 
aid in dispersion of the solution. Often with injection 
for sciatic pain, the patient will feel an immediate 
twinge down the course of the nerve. This response is 
not necessary to insure a successful injection. 


Comment 


Intra-articular injection.—Although patients were 
warned not to expect relief for 24 to 48 hours fol- 
lowing injection, with possibly some exacerbation of 
pain, this was not necessarily the case. As a rule, 
patients without effusion reported relief as early as 6 
hours following injection. Two patients with no re- 
sponse to treatment of subdeltoid bursitis were subse- 
quently found by x-ray examination to have calcified 
subdeltoid bursas. They were promptly referred for 
roentgen therapy. The patients with effusion responded 
remarkably well to Hydeltra-T.B.A. and indeed, the 
period of involvement appeared to be dramatically 
reduced. In one case in particular, an effusion of the 
olecranon bursa was so severe when originally seen 
that there was noted massive pitting edema from the 
wrist joint to the middle of the humerus. Three injec- 
tions of % cc. of Hydeltra-T.B.A. following arthro- 
centesis, and given every other day, cured the condi- 
tion in 1 week. In one case, a hemorrhagic prepatellar 
effusion, although contraindicated, the patient received 
1% cc. Hydeltra-T.B.A. There was little improvement 
and fortunately no untoward effect. I ruefully did not 
inject a second time. At no time, with any injection, 
was the patient made to feel worse. 

Extra-articular injection. — Treatment by this 
means was most impressive in relief of the sciatic syn- 
drome. Patients were given injections once weekly, with 
a limit of three. As a rule, one or two injections were 
sufficient. Absence of response to three injections was 
the criterion for failure in this type of therapy. One 
patient, prior to injections, had been hospitalized be- 
cause of persistent sciatic pain. For 3 weeks he had 
been in traction in a futile attempt to relieve his pain. 
Three injections, 1 week apart, provided him with 
complete relief. Every patient with sciatic syndrome 
who failed to respond to Hydeltra-T.B.A. was sub- 
sequently found to be suffering from a herniated inter- 
vertebral disk. Likewise, the patient who failed to 
respond to injection in the gastrocnemius was suffer- 
ing from a herniated intervertebral disk. A good many 
of the patients injected for pain in the lumbosacral 
area had clinical histories as well as x-ray evidence 
of arthritis of the spine. Single injections into the 
paravertebral musculature gave relief for as long as 
6 months to 1 year. 

Fractures——Four patients with fractures were 
treated with Hydeltra T.B.A. These will be discussed 
individually since the treatment is somewhat novel in 
its approach. The first case was that of a 59-year-old 
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woman who reported pain in the right groin area. She 
had slipped and fallen on the ice about 1 week pre- 
viously, and although she was able to get around, did 
so with a good deal of difficulty. X-ray studies showed 
a fracture at the junction of the descending ramus of 
the pubes with the ischium in good position. She re- 
ceived considerable relief following injection around 
the site of the fracture and with subsequent diathermy 
treatments. 

The second patient, an obese 59-year-old woman, 
had received roentgen therapy as well as radium im- 
plant for carcinoma of the cervix some 5 years pre- 
viously. In the past year she had been complaining of 
an increasing amount of pain in the right hip. X-ray 
studies showed extensive osteoporosis. Some time later, 
when seen at home, she was complaining of severe pain 
in the hip. She said that she had “bumped” it earlier 
that day and the pain had suddenly increased. Ortho- 
pedic signs for fracture appeared to be negative and 
2 cc. of Hydeltra-T.B.A. were injected into the area 
of the hip joint. No attempt was made to needle the 
joint; it seemed quite satisfactory to infiltrate the 
surrounding soft tissues. The patient was ordered to 
report the following day for x-ray studies. The next 
day the patient walked into the hospital X-ray Depart- 
ment. To the amazement of all concerned, x-ray ex- 
amination showed a fracture high in the femoral neck 
with superior displacement of the distal fragment. She 
was promptly prepared for surgery, and open reduc- 
tion was satisfactorily carried out. 

The third patient was a 42-year-old woman who 
had sustained a fracture of the sacrum about 3 days 
before being seen by me. It was reported to be a frac- 
ture of the fifth sacral segment with a moderate degree 
of angulation between the fragments. The patient had 
been prescribed analgesics and ordered to have con- 
tinuous bed rest by another physician. When I saw 
her, the patient insisted that she had to be out of bed 
5 days hence, at which time her daughter was being 
married. The sacrococcygeal area was infiltrated with 
3 cc. of Hydeltra-T.B.A. and 3 cc. of Cyclaine 1 per 
cent. The procedure was repeated 3 days later. The 
patient went to the wedding and reported that she was 
even able to participate in rather strenuous dancing 
with no recurrence of pain. Her further recovery was 
uneventful, and she had no sequelae from the fracture. 

The fourth case was that of a 48-year-old man 
with a fracture of the ninth rib in its posterior aspect. 
The patient reported, following injection of the site 
and surrounding soft tissue, rapid relief of discom- 
fort. He made an uneventful recovery without further 
medication of any kind. 

From these studies, Hydeltra-T.B.A. appears to 
be a potent steroid that is definitely useful in the bag 
and office of the general practitioner. It can be used 
easily and without fear. Intra-articularly, it is at least 
as potent as any steroids presently available, and will 
sustain a longer action and give more profound results. 
Its greatest usefulness, however, appears to be extra- 
articularly. It will certainly aid in overcoming certain 
conditions that were previously resistant to other forms 
of therapy. Indeed, in many cases it might well be 
considered the treatment of choice. Indirectly, it is 
useful diagnostically in cases of sciatic syndrome. 
Failure of response to Hydeltra-T.B.A. points suspi- 
ciously to pathologic condition of an intervertebral disk. 

Although further investigation and clinical trial is 
needed, a new indication for Hydeltra-T.B.A. appears 
to be in the treatment of fractures of bones that cannot 
easily be immobilized. By its action of relieving the 
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inflammation of soft tissues around the fracture site a 
good deal of pain and discomfort can be allayed. 

In brief, two other indications and technics not 
heretofore mentioned merit discussion. 

Myers® has reported good results with injection 
of Hydeltra-T.B.A. into allergic nasal polyps. He has 
shown histologically that in many cases the polypoid 
tissue injected has regressed to normal or near-normal, 
The following is a description of the technic: Approxi- 
mately 2 cc. of solution are used at each treatment. 
One cc. is injected into the polypi in the following 
manner: The nasal membrane is sprayed with a solu- 
tion of 1 per cent ephedrine sulfate. This renders the 
nasal polypi more accessible. The actual injections into 
the polyp are done without local anesthesia, since the 
polyp or polypoid tissue seems to be insensitive to the 
entrance of the needle. A 25-gauge, 3%-inch needle is 
inserted into the body of the polyp and a few drops of 
the Hydeltra-T.B.A. are injected until the back pres- 
sure on the piston of the syringe is felt. This is re- 
peated from polyp to polyp until 1 cc. is given in each 
nasal chamber. This treatment is repeated each 5 to 
7 days. Following the first or second injection, the 
nasal mucosa becomes a pale bluish white. The edema 
subsides. The polyp will often regress more than half 
during this time. Sometimes after three or four injec- 
tions the polyps are practically gone. 

Another use of Hydeltra-T.B.A. which has con- 
siderable promise is in the treatment of ganglions. The 
old treatments of banging a thick telephone book over 
the ganglion or surgical removal are not without risks 
and complications. The technic with Hydeltra-T.B.A. 
is as follows: A wheal is made with a small needle and 
several drops of Cyclaine at the edge of the ganglion, 
and the thick, viscous fluid is thoroughly aspirated ; 
then %4 to 1 cc. of the suspension is injected into the 
ganglion. A sponge rubber dressing is applied over a 
sterile pad and a compression bandage is applied. One 
cc. of hyaluronidase solution may also be introduced 
into the ganglion since in many cases it seems to in- 
crease the benefit from the medications.” 


Summary 


Prednisolone tertiary-butylacetate, a very slightly 
soluble ester of prednisolone, has been used on a series 
of 100 cases with intra-articular and extra-articular 
complaints, with 94 patients showing good to excellent 
results. It can be used for the more common intra- 
articular, as well as a variety of extra-articular con- 
ditions, including sciatic syndrome, lumbosacral strain, 
and painful muscular and ligamentous conditions. It is 
suggested that it may be helpful in treatment of certain 
types of fractures, although further studies are needed 
along these lines. Further possible indications include 
treatment of paranasal polyposis, and the common 
ganglion. It is a safe agent and can be used with case 
by the general practitioner. 

35 East Mount Airy Avenue 
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D R. OGILVIE: We live in a time when the 
inescapable predicament of the future cast ever-darken- 
ing shadows over the triumphs of the present. It be- 
comes increasingly apparent to the citizen of the nu- 
clear age that man can no longer cross his social 
bridges when he comes to them. The health field is 
no exception. Here the complexity of the future 
requires immediate rallying of the total resources of 
the healing arts profession. Predominant in this pic- 
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ture is the enigma of degenerative diseases. Significant 
then is the fact that this convention of busy physicians 
pauses in the pursuit of current discussions to consider 
the grave responsibilities and clear-cut obligations that 
lie ahead. 

The term “degenerative diseases” refers to a state 
of human illness for which no specific causative agent 
is known but which probably results from an inade- 
quate body response to environment and stress. We 
include in this category such conditions as essential 
hypertension, arteriosclerosis, rheumatic disorders, 
diabetes, many forms of heart pathology and malig- 
nancy, and numerous other illnesses. In this morning’s 
discussion we shall consider the subject in its broad 
sense—that of disease rather than diseases. 

While degenerative disease may manifest itself in 
the young, it is predominantly a condition of older in- 
dividuals. Herein lies a curious paradox of modern 
medicine: By nurture of the physically and mentally 
sick, by protection of the congenitally deficient mem- 
bers of society, and through control of infectious dis- 
eases, medical science has extended man’s span of life 
into the problems of ill health in which the least prog- 
ress has been made. Mortality has been converted into 
morbidity. Not only is our citizenry growing older 
but its numbers are increasing. According to reliable 
estimates, the population of the United States will ap- 
proach the 200 million mark by 1975. Who, then, will 
care for the 35 million Americans afflicted with chronic 
diseases 17 years from now? The problem is very real. 
It is well upon us. 

To explore the subject of degenerative disease we 
will hear the opinions of this panel. Our discussants 
speak authoritatively from divergent points of view. 
For many months they have been considering the role 
that the osteopathic profession may play in meeting 
the challenge of the future. Dr. Levitt, I wonder if 
you as a geriatrician would outline the problem of 
degenerative disease as you see it. 

Dr. Levitt: I believe it is important for us to 
realize that science and the community together have 
created the problem of degenerative disease along with 
greater life expectancy, increase in population, and more 
people who reach the age of 65 years and beyond. The 
challenge of degenerative disease lies in the great phys- 
ical, mental, and social problems created by the fact 
that now many more individuals live to an older age 
than formerly, thereby becoming potential victims of 
chronic or long-term illness. 

Degenerative disease appears most frequently in 
circulatory impairment, metabolic dysfunctions, the 
arthritides, and a few neoplasms. The importance of 
this is pointed out in some statistics from which I want 
to quote briefly. Since 1900, the percentage of deaths 
from degenerative disease as contrasted to acute in- 
fectious disease, accidents, and other causes has in- 
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creased from 53.5 per cent to 80 per cent and even 
more. In the United States today there are over 25 
million individuals who are chronically ill with physi- 
cal or mental disability. Of great socioeconomic im- 
portance is the fact that half of this disease burden is 
carried by the third of the population who are over 
45 years of age, many of whom are themselves poten- 
tial victims of chronic disease. A constant struggle is 
maintained to stop this situation which yearly amounts 
to a fabulous cost in life, depleted human energy, and 
dollars. 

There are some aspects of this problem which re- 
ceive too little attention. For example, in clinical ex- 
perience we observe conditions which strongly indicate 
that degenerative disease sometimes has its origins in 
and evolves from everyday illnesses. These represent 
small failures in the individual’s adaptation to the world 
in which he lives. These illnesses and their causes can 
be identified, measured, and controlled before they 
progress to the point where the body has developed 
serious irreversible stages of disease. 

Another important point to consider is that de- 
generative disease often disables people already troubled 
by serious socioeconomic problems which bear directly 
on their health and place in society and their ability to 
get along in the world in which they live. Included 
among these problems are forced retirement from 
work regardless of financial resources or capacity to 
do productive work; inadequate resources with which 
to meet today’s rising cost of living, medical care, and 
other needs; a sense of shame or embarrassment be- 
cause of being dependent on other people ; and personal 
hurt or loneliness that comes with replacement in so- 
ciety or in work by younger people. 

For these and other reasons, the great challenge 
of degenerative disease, especially as it affects older 
people, confronts individuals and communities alike. 
It affects us across the nation and across the world. 
The urgency of the challenge calls for serious broad 
study by all who can in some measure contribute to 
its solution. 

Dr. Ocitvie: Dr. Korr, you have often said that 
the first and most important step in solving a problem 
is to state the problem itself. Will you state for us the 
problem of degenerative disease? 

Dr. Korr: I can only state it from my viewpoint 
as a biologist rather than as a clinician. The problem 
of chronic degenerative disease is already a vast and 
terrible one. What is worse, it is expanding in magni- 
tude and complexity and outrunning at a continuously 
accelerated pace the capacity of the healing arts pro- 
fessions to deal with it. The burgeoning of chronic 
disease in recent years is related to the triumphs of 
medicine and society over infectious diseases in the 
past half century. I am convinced that the key to this 
problem is in the nature of the relationship between 
the conquest of infectious diseases and the emergence 
of degenerative disease. How we construe the relation- 
ship determines how we state the problem and, there- 
fore, our course of action. 

Unfortunately the problem has too often been 
stated somewhat like this: As the result of medical 
and social progress, especially in the conquest of in- 
fectious diseases, man is now living about 20 years 
longer than he did early in the century. The aged and 
aging segments of our population are growing much 
more rapidly than the general population. Degenera- 
tion being a natural concomitant of senescence, a pro- 
portionate increase in degenerative disease is to be 
expected as our population ages. 
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Though usually not stated this baldly, these con- 
cepts insidiously guide much of our thinking and doing 
in this area. Degenerative disease is not a natural, un- 
avoidable, or peculiar product of aging; it occurs all 
too commonly in the young, and conversely millions 


live out long, healthful, useful lives not embarrassed by - 


degenerative disease. Nor has the human life span 
been substantially increased; the 20-year increase is 
not in longevity but in life expectancy at birth, which 
is a very different thing. It is not that the people are 
living longer but that more people are living longer. 

To illustrate how mortality has come to be ex- 

changed for long-term morbidity I shall speak of sta- 
tistics which were recently published by the U.S. Pub- 
lic Health Service concerning the life curves for 1901 
and for 1953. For each group a cohort of 100,000 
liveborn infants was used to determine how many are 
still alive at various ages. The first and most conspicu- 
ous observation was the large number that used to drop 
out in the first year and the early attrition in general. 
As a matter of fact, more now survive their fiftieth 
year (89 per cent) than used to survive the first year 
(87 per cent). This statistical fact alone accounts for 
most of the increase in life expectancy at birth, and 
this fact is very often neglected. Compared another 
way, more of each 100,000 newborn now survive to the 
age of 60 than used to survive to the age of 25 years. 
Formerly only 59 per cent of the babies survived to 
their fiftieth year; now 89 per cent do so, or 30,000 
more of each 100,000 liveborn infants. Three million 
more of each 10 million now embark on their sixth 
decade of life than used to at the beginning of the 
century. 
In short, largely as a result of the conquest of 
infectious diseases, many millions who, earlier in this 
century, would have succumbed in infancy and child- 
hood, now are spared and are carried into the later 
decades of life. But for most of these millions, the 
gifts of added years have been tainted gifts, years 
burdened with long-term illness, misery, disability, and 
dependency, years not of a good life or a full life but 
of partial life. 

Is this to be the take-it-or-leave-it price for the 
traditional threescore and ten, or for even less? Can 
we strike a better bargain? I think we can—a much 
better one. But we shall have to start by discarding the 
premise that the advancing years are in themselves 
burdens, that degeneration and degenerative disease are 
synonymous with aging. 

The premise which I as a biologist find more ac- 
ceptable is that the degenerative diseases are the overt 
expression or the culmination of noxious processes 
launched many years ago during gestation and birth, 
and in infancy, childhood, or early adulthood. The 
passage of years does not necessarily initiate, sustain, 
or even speed the process, but it does give it more and 
more opportunity to find expression and to take its. 
toll. The degenerative diseases represent arrival, not 
embarkation, on paths previously selected and traveled 
for some time. The adding of years does not decide 
the pathways, but merely makes arrival more likely. 
From his first moment of life each individual embarks 
upon the physiologic path unique to him, influenced by 
every factor in his environment and within himself, 
and changed from moment to moment by the course 
of his life. There is nothing fixed or predetermined 
about these paths. Indeed, that is my whole thesis. 
There are many ups and downs, many changes in 
course, and many opportunities for change in course. 
These paths become more and more divergent with the 


Journat A.O.A. 


| 
4 

if 

| 
| 
| 

1 

| 

‘| 

| 
= 


passage of time. One individual gets on and most of 
the time stays on a path in which he lives out a long life 
in vigorous health. Others travel more or less parallel 
paths at somewhat lower levels of vigor. Still others 
travel paths which, though not necessarily disease in 
themselves, inexorably lead—given time—to various 
forms of maladaptation, decompensation, degeneration, 
long-term disease, and premature death. The larger the 
number of people who are given the time, the larger 
the number who reach these diverse outcomes. 

Degenerative diseases, then, are the products of 
whole lives, and not of aging in itself. They represent 
various kinds of adaptations to the unfavorable circum- 
stances in those lives. After their emergence, it is ob- 
viously futile to speak of removing the cause and re- 
versing the process. From this viewpoint the problem 
presents these questions: Which are the good paths 
and which the bad? Which are the paths that lead to 
the longer, healthful life and which the ones that end in 
blind alleys? How can we tell what kind of path a 
given individual is traveling? What data do we need 
to plot the best possible courses for different individuals 
and from different starting points? What are the 
variables which most decisively influence our capacities 
to travel the good paths or to return to them when de- 
flected? Which factors and variables are susceptible to 
human control? And how shall we as individuals, as 
physicians, as scientists, as educators, as organizations 
and agencies, and as a Nation—how shall we set about 
controlling them? These are the questions which I 
think describe the problem before us. 

Dr. Ocitvie: Dr. Feinberg, we hear much of 
the term “stress” today. Will you tell us what stress is 
and explain how it relates to the problem of degenera- 
tive disease ? 

Dr. FEINBERG: Sixty-six years ago a physician 
made the statement that the body has within itself the 
ability to cure disease if it is maintained in mechanical 
integrity. That physician was ostracized from his 
medical society, and he became the founder of another 
school of the practice of medicine. Then in 1936 the 
following statement was made: “Almost no germ is un- 
conditionally dangerous to man. The disease-producing 
ability is dependent upon the body’s resistance.” This 
is a quotation from the writing of Hans Selye. It is 
interesting to note that we seem to be approaching a 
common denominator in medicine. 

It was in 1936 that Dr. Selye accidentally came 
upon the concept of the general adaptation syndrome. 
It was the stress syndrome experiments that produced 
the concept that made it possible for us to treat 
rheumatoid arthritis and allergic disease, and taught 
us that it was the stressors that produce all the diseases 
that we complain about in the aged ; the kidney, cardio- 
vascular, arthritic, and connective tissue problems. We 
have learned that man starts out with a given amount 
of adaptive energy, very much like a bank account. 
He can spend his energy all in one day or he can spend 
it slowly and cautiously over a long period. Not only 
does man have an adaptive energy, but he can re- 
emphasize and recharge that energy by a process of 
rest and replacement of certain hormonal factors that 
have been temporarily depleted. 


In addition to chemical and mechanical stressors 
present in the human body there are also mental 
stressors. In other words, what we think is becoming 
almost as important as what we eat. This being true, 
it becomes imperative that we speak to our patients 
in an entirely different fashion. It is not pessimism 
with which we should approach these degenerative 
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diseases but more optimism. Optimism alone is cura- 
tive and should be a very important part of our thera- 
peutic armamentarium. 

The problem is not as simple as I may have made 
it sound, however. Environment, electrolyte balance, 
and the experiences of the patient in adapting to his 
life all are conditioning factors. Added to that are tem- 
perature changes and different responses from the 
organs; this illustrates that it requires study in order 
to treat a patient correctly with the adaptive hormones. 


Dr. Ocitvie: Dr. Baldwin, would you as an in- 
ternist develop for us the concept of stress a little 
further and perhaps elaborate on it as it relates to 
the problem of malignant diseases? 

Dr. Batpwin: Perhaps it is surprising to some 
that malignant disease should be included among the 
degenerative diseases because it is so common to think 
of malignancy as a condition in which there is consid- 
erable generation of abnormal tissue as well as de- 
generation. My colleagues have covered the basis of 
current thought on the stress syndrome. However, it 
is also possible to look at the body as a conglomera- 
tion of cells in fluid matrix, encased in a sheath. 
Electrolytes enter the internal environment and intro- 
duce various control factors. The sheath in turn is 
exposed to the external environment. The problem of 
health and life is primarily that of maintaining the 
integrity of this internal environment in spite of the 
internal stresses arising from the abnormal production 
of biochemical substances and external stresses of tem- 
perature and other factors. As the cells reside in this 
environment they have three fundamental biologic 
properties: proliferation, differentiation, and organiza- 
tion. It is abnormality of these processes to which 
we attribute the development of malignant neoplasms. 

If the present-day concepts are accepted, we are 
living not longer but in greater numbers, with a greater 
opportunity to develop these abnormal proliferative, 
differentiative, organizational properties. If this is not 
acceptable, we can follow the modern projective con- 
cept of the etiology of disease; for example, that pul- 
monary neoplasm results from increased exposure to 
hydrocarbons or the irritation of tobacco. Or we can 
consider some of the more recent statements on viral 
origin of disease—both take us back to the ability 
of the organ to adapt to stress. 

Whichever concept we accept, I am sure it is not 


For most . ... the gifts of added years have 
been tainted gifts, years burdened with long 


term illness, disability, and dependency 


necessary for me to quote statistics on the incidence 
of malignancy. We read these everywhere and we 
now the increasing incidence, whether it is because of 
increased diagnostic acumen or longer life. It seems 
only that we are again saying that there is a higher 
incidence of a phase of a disease which is dominantly 
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degenerative and may be attributed to certain changes 
in internal environment. We can definitely demonstrate 
changes in the nucleic acid metabolism which in turn 
is modified by the very stress steroids of which we 
have already spoken and by the very substances which 
seem to enter into the general adaptation syndrome. 

Regardless of whether we apply this concept to 
malignancy or to cardiovascular disease, it would seem 
to suggest a challenge to investigate the environmental 
factors. I speak now more of the internal environment 
of the body, the fluid matrix or the sea water, whatever 
you choose to call it. I like to think of disease, and 
particularly degenerative disease, in the concept of a 
variation of the internal environment which in turn 
produces either functional or organic variation in 
protoplasmic integrity. In this connection I think of 
the three S’s: stress, steroids and the Still concept. 

Dr. Ocitvie: Dr. Watson, how does the problem 
of degenerative disease relate to the surgeon? 

Dr. Watson: Approximately 12 million people 
are above the age of 65 years in this country. It is 
calculated that of that number about 1 per cent in a 
given year are likely to require hospitalization and 
some surgical treatment; so we are talking about no 
small number of patients when we discuss the surgical 
aspects of degenerative disease. 

A number of factors must be taken into account 
in any discussion of this problem. Patients who have 
had the long standing chronic problems of degenera- 
tive disease and then have superimposed upon that 
some new complication of disease or injury may re- 
quire hospitalization or emergency surgical treatment. 
To a patient bound down with a disabling form of de- 
generative disease, the new problem may seem over- 
whelming ; its impact may be much more severe than 
under more favorable circumstances. Therefore, in 
the management of such cases certain factors are im- 
portant and deserve consideration. 

1. The attitude of the physician: These patients 
usually have lived somewhat limited lives and their 
usefulness has largely passed. They have become a 
burden to themselves and to their families. They are 
more and more resigned to this, and frequently have 
a depressed and hopeless outlook. Confronted with an 
acute problem or emergency requiring hospital care 
and possibly surgery, they feel overburdened to the 
point of despair. The attitude of the attending phy- 
sician, the consultants, and others involved in the care 
becomes especially significant. While an attitude of 
assurance which inspires confidence is important to 
all patients, in the chronically ill and in the aged, who 
who have frequently become accustomed to accepting 
something less than the best in consideration, it is of 
great importance. The physician should not approach 
the patient conveying the impression that this is just 
another sick old person. Every patient is entitled to 
the best judgment of the physician. He is also entitled 
to something more but perhaps less tangible in the 
attitude of the physician, which will express to the 
patient his interest in the problem and bring hope 
and encouragement. 

2. A good evaluation of the problem: It is im- 
portant to determine the problems involved and the 
status of the patient so that plans for treatment may 
be founded on the understanding of all possibilities. 
This must include not only consideration of the cardiac 
status but of the entire cardiovascular system, the renal 
system, the blood stream, the electrolyte balance, and 
the background of the patient, his physical characteris- 
tics, and so forth. Some cases will require investiga- 
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tion by special technics. Care must be exercised, how- 
ever, that the necessary investigations be performed 
but that the enthusiasm for endless study and investi- 
gation do not sidetrack or unduly delay a realistic 
approach to the problem. 

__ 3. Decision as to plan of treatment: The consider- 
ation of surgery in an aged patient deserves teamwork. 
The viewpoint of the internist, the cardiologist, and 
other specialists must be considered, but again I would 
emphasize that sometimes we can develop an endless 
enthusiasm for investigation and will delay too long 
the decision to start a plan of treatment. A few years 
ago we made a study of a series of orthopedic patients 
in Doctors Hospital. We found that when too many 
days or hours elapsed in surveying the old patient with 
a fractured hip, for example, the mortality rate was 
substantially higher than when these investigations 
were carried out within a period of less than 36 hours 
and preferably less than 24 hours. It is my opinion that 
the necessary study and investigations should be car- 
ried out with dispatch and efficiency so that the re- 
quired answer can be had, a diagnosis established, and 
a plan of treatment organized without delay. Prolonged 
investigations and attempts at what we frequently refer 
to as conservative therapy will be reflected in the 
lessening of the patient’s ability to recover. Anyone 
in the elderly and chronically afflicted group should not 
have the added handicaps which may result from too 
much delay and too many investigative procedures. 

All factors must be weighed carefully. Then the 
clinician must strike a nicely calculated balance so as 
to arrive at the most favorable time for carrying out 
the therapy that is indicated. Once this time has passed, 
the penalty is increased morbidity and mortality, and 
this rises sharply. 

In summary, therefore, the surgical treatment of 
the aging patient with chronic disease requires the best 
knowledge and skill as well as the best judgment and 
capability on the part of the physician in attendance. 
The advances in medicine and surgery given us to deal 
successfully with these problems are both in the tech- 
nics of skill, and in judgment and ability to understand 
and apply them correctly. 

Dr. Ocitvie: Dr. Andrews, will you briefly tell 
us how the problem of degenerative disease is of par- 
ticular interest in the field of physical medicine and 
rehabilitation ? 

Dr. ANprREws: Since the field of physical medi- 
cine and rehabilitation is so closely related to the prin- 
ciples which we have been practicing as osteopathic 
physicians, my answer to this problem will undoubt- 
edly involve osteopathic thinking. The term “degenera- 
tive disease” refers to the state of human illness for 
which no specific causative agent is known and which 
results from inadequate body response to environment 
and stress, eventually producing such conditions as 
essential hypertension, arteriosclerosis, rheumatic dis- 
ease, arthritis, diabetes, heart and kidney disease, and 
malignant states. 

With the progress in medical science, new drugs 
and new methods have been discovered for care of 
the human body. Some 50 years ago the life expec- 
tancy was about 35 years. It has been gradually in- 
creasing so that in this country today we have over 
4,000 people who are 100 or more years of age. This 
increasing life span affords us an opportunity to ob- 
serve the effects of factors which we have only esti- 
mated in the past. I refer particularly to the effects of 
long continued use of tobacco or over-indulgence in 
food and in liquor. It will be interesting to learn what 
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recent research projects will unfold as far as chronic 
degenerative disease is concerned. 


I do not believe we can discuss degenerative dis- 
ease without discussing the process of aging. There is 
important evidence to support the contention that 
aging is the response of the body to the ordinary wear 
and tear or to stress and strain of everyday living. 
What other factors enter into this remain to be dis- 
covered. 

Our osteopathic philosophy is predicated upon 
the assumption that normal circulation through an area 
is essential in order to get maximum function out of 
any tissue, organ, or body. Therefore, I feel that as 
osteopathic physicians we are in an ideal position to 
practice prophylactic medicine by maintaining normal 
structural relationships throughout an individual’s life- 
time. I feel that these factors of stress and strain may 
have a continuous minimal effect on the body. I also 
feel that the research being conducted to determine 
cause and effect of these stresses and strains on the 
body will show that the osteopathic principles which 
emphasize the physical approach in the care of the in- 
dividual have a very definite place in the care of the 
sick and the prevention of disease in the healthy in- 
dividual. 

I mentioned arthritis as one of the diseases which 
we consider to be degenerative. I have been interested 
in this for a good many years. I do not think any 
anatomist will disagree too much with my observation 
that every joint in the body functions by means of a 
gliding motion against its surfaces. In the normal in- 
dividual, so far as structure is concerned, there will 
be a proper relationship between the various joints 
in the body, and all the bones will be in proper equilib- 
rium. If anything occurs to disturb that normal struc- 
ture, stress will develop in the joints, and these stresses 
result in inflammation. As time goes on the body tries 
to react or adapt itself to this inflammatory process by 
throwing down fibrotic tissue. If stress continues, 
more tissue is deposited. Then we get the patient, take 
roentgenograms, find exostoses, and say the patient has 
arthritis or a degenerative condition in a joint. 


Stress is a good thing 
for a person as long as it 
is met by a well compensated 
reaction. To stay alert 
and remain alive is 


to grow old gracefully 


Stress is a good thing for a person as long as it 
is met by a well compensated reaction. To stay alert 
and remain alive is to grow old gracefully. I would 
quote from Dr. Selye again: “Fight always for the 
highest attainable aim but never put out resistance in 
vain. 


Dr. Watson has left the idea that any aged per- 
son studied for more than 36 hours is condemned to 
trouble because the internist has taken too long a time 
to prepare the patient. I would challenge his remarks 
in view of the fact that he quoted statistics on the 
basis of orthopedic injuries which undoubtedly repre- 
sent in themselves a very stressful situation. We have 
learned that the stress syndrome goes through three 
stages, and if we allow it to pass into the stage of ex- 
haustion we will have difficulty. 

Dr. Watson: Even the fact that there is contro- 
versy between the surgeon and internist is healthy. 
However, stress is disturbing. I am sure we all agree 
with that. The surgeon is under stress to get the job 
done. The patient’s family looks to the surgeon, not the 
internist, when something goes wrong. The matter of 
dealing with the patient is still a real problem, and I 
think we can get too detached and too coldly scientific. 

Dr. BaLpwin: Dr. Korr, you have published and 
written and spoken considerably on your work at 
Kirksville in establishing various criteria of physiologic 
variations of such factors as temperature alteration, 
changes of pH and so on. Have you made any animal 
suines relative to degenerative diseases associated with 
this: 

Dr. Korr: No. 


Dr. BaLtpwin: The challenge to us in osteopathv 
lies in proceeding in that direction, I believe. 

Dr. Korr: I agree completely. As I listened to 
the comments this morning I could not help but feel, 
and this is entirely personal, that there is too much 
preoccupation with what is called stress. I think this 
has come to mean so many different things to different 
people that it is a convenient billboard behind which to 
hide our ignorance. I think these things are not at all 
simple. We will never find a simple formula for some- 
thing as vast and complex as degenerative diseases for 
the reason that degenerative disease is the product of 
whole lives. To try to boil it down to a simple mech- 
anism or combination of mechanisms is to deny its com- 
plexity and conceal the nature of the condition. I am 
convinced that the factors in the human organism and 
in human life to which the osteopathic concept has 
given emphasis play an important role in degenerative 
disease and its cause. I think the whole concept of 
causation of disease as it is understood today is going 
to be discarded. We deal with factors in life each of 
which has a different influence but each of which is de- 
pendent on other factors in the individual’s life. Cer- 
tainly the musculoskeletal factors play a tremendously 
important role in altering, modifying, and exaggerating 
the impact of other factors in the individual’s life, and 
it is from that angle that we need to approach the 
problem. 

Dr. Levitt: One must remember that degenera- 
tive disease does not begin with the individual himself 
but with his heredity. His experiences in life then de- 
termine just what comes out of his inner reaction to 
those things that are identified as stresses. As the indi- 
vidual grows older and succumbs to the pressures of 
life, if he fails to maintain adequate resistance and en- 
ters into the third stage of Dr. Selye’s description of 
the general adaptive syndrome which is one of exhaus- 
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tion, he approaches what I call the attitude of the three 
S’s: slump, sludge, and schmerz. In the first attitude, 
slump, the patient develops physiologic and psychologic 
slump in his total body and outlook; he develops al- 
terations in the musculoskeletal system which we identi- 
fy as poor posture, possibly associated with a large 
abdomen or lordosis. He has slump in his mental atti- 
tude and in his reactions to the world about him; for 
instance, he is not as good a driver at 65 or 70 as he 
was previously. This leads to the second attitude, 
sludge, because with slump he has a lowering of effi- 
ciency of his body systems and he fails to eliminate 
the waste products of metabolism. These accumulate 
in the tissues, become irritants, and set up reactive 
changes in the nature of fibrosis. Arteriosclerosis is a 
typical example of this situation. Slump and sludge 
finally lead to the third attitude, schmerz. The patient 
has to face the fact that he is less useful to society ; he 
is not able to do his work and for physical or age rea- 
sons he is released from his job, or perhaps because he 
is older and not so important to his family he develops 
psychologic or mental pain. In short, he has real woe, 
and this is schmers. 

Dr. AnpreEws: Recently I read an article by Hal- 
bert L. Dunn, chief, Office of Vital Statistics, U. S. Pub- 
lic Health Service, Department of Health, Education 
and Welfare, on the point of attack for raising the 
levels of wellness. He referred to the fact that through 
the work of Selye there has been developed a theory of 
stress which is now being extensively investigated in 
many parts of the country. This research shows that 
the body has a pattern for defending itself, a pattern 
which is both local and general and which interlinks 
the physical and chemical processes. He pointed out 
that in the future the physician will need to take into 
account, while treating a patient, not only specific ther- 
apy but also how to stimulate the most effective general 
body health reaction. I think that is where we as osteo- 
pathic physicians have an opportunity to shine a little 
brighter than others because we have for many years 
strengthened the body’s defense reactions by means of 
our manipulative procedures and by attention to the 
structural mechanism of the patient. 

Dr. BaLtpwin: I want to make a comment and 
then ask a question. I am sure the panel concurs with 
the ideas presented by Dr. Korr and Dr. Levitt regard- 
ing the fact that degenerative disease is not entirely 
acquired but that hereditary factors and structural and 
integral parts of the organism also play a role. At the 
same time unquestionably we are contributing very 
readily to a serious situation in our inadvertent ap- 
proach to disease. I may shock a good osteopathic au- 
dience by saying that it has been my good fortune to be 
teaching the subject of pharmacology for a number of 
years, and I have learned to practice better medicine 
by having a better understanding of the drugs I used. 
Dr. Feinberg, I would raise the question of what role 
you think the multiplicity of drugs being introduced 
into the human body today plays in the increasing inci- 
dence of degenerative disease ? 

Dr. FEINBERG: Oddly enough the osteopathic pro- 
fession began with no drugs at all. Now we find that 
the D.O. is using more drugs than the M.D. does. So 
this is an appeal for a more rational approach to phar- 
macologic therapeutics. You will find that simple ther- 
apy is much more effective than shotgun or multiple 
therapy because there is action and counteraction. In 
fact there is only one truth: you have the diagnosis 
right or you have it wrong, and multiplicity of treat- 
ment usually indicates that the diagnosis is wrong. I 
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might also point out that the more drugs you use the 
more stress you create. 

Dr. Levitr: Dr. Andrews spoke of the concept 
of wellness and I support that. I spoke of the small 
illnesses of everyday living. Those are deviations from 
wellness ; they are accompanied by chemical and physi- 
cal changes and they can be measured by biochemical 
evaluations or laboratory examinations. With any man- 
agement program directed toward evaluation of the pa- 
tient we not only initiate remedial measures but in 
many instances we can reverse disease in the early 
stages. If we can go further and get the cooperation of 
the public we probably could do a good job in preven- 
tive medicine for large population groups as well as for 
the individual patient. 

Dr. Korr: I do not think we have begun to tackle 
the issue yet. There has been reference here to stress 
and therapy and we are looking for some simple ap- 
proach. What is required and certainly is available is 
a basic agreement on what we are looking for; what 
kind of data should be examined for; what new kinds 
of technics should be developed through research. 

Actually I think two basic philosophies have come 
down from antiquity which are worth restating. In 
one the function of the physician is viewed as interven- 
ing between the patient and his disease. This approach 
has been very successful in the relief and modification 
of manifestations of disease, in partial compensation and 
repair of past damage; in other words, in helping the 
patient to live perhaps a little longer and more comforta- 
bly with his disease. But this concept offers no approach 
to the solution of the basic problem because the capacity 
and facilities of the healing arts are already more than 
fully absorbed in treating and caring for the one sixth 
of our nation now afflicted with degenerative diseases 
while many, many more are embarking on the same 
downward paths. The other philosophy places emphasis 
on health rather than on disease, and that is why I was 
interested in Dr. Andrews’ remarks on the levels of 
wellness. Dr. Stieglitz also used to emphasize that ap- 
proach. In this concept the physician does not merely 
defend the patient, but supports and promotes and lib- 
erates the natural resources and adaptive capacities of 
the individual so he can do his own best job of travel- 
ing the path of health, or return to it when tempo- 
rarily deflected and continually achieve his best pos- 
sible adaptation to the total human environment. This 
approach is based on an understanding and manipula- 
tion of the key factors in the human organism and en- 
vironment which influence the natural biologic re- 
sources and adaptive capacities and which cause or are 
themselves departures from wellness and which con- 
tribute to human vulnerability. 


This is the real problem: the degenerative diseases 
which plague us today are but individual adaptations 
to unfavorable constellations of these factors, and I 
think the answers we are looking for lie in these two 
directions: (1) favorable modification of the factors 
which impair human capacity, and (2) improvement 
of the adaptations to the factors which cannot or should 
not be changed. This has tremendous implications for 
the osteopathic profession. The osteopathic profession 
came into existence as the only organized voice in mod- 
ern times for the latter approach—that of liberating and 
supporting human resources and capacities, rather than 
merely combating this or that disease, and undertook 
to teach it, to develop it, and apply it. Unfortunately, in 
also committing itself, as the profession later did, to 
developing and demonstrating its competence in, and 
facilities for, all the multiple aspects of the other ap- 
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proach, it has gradually diffused more and more of its 
resources and I believe lost sight of its original thesis. 
However, given courage and vision, there may still be 
time to get on course. 

Dr. Ocitvie: Dr. Watson, I know of some statis- 
tics you have accumulated in your institution regarding 
the incidence of surgery in certain age groups. Can ~ou 
tell us some of your findings ? 

Dr. Watson: At Doctors Hospital we have an 
incidence of 2,300 or 2,400 surgical cases a year, of 
which, in one year, 298 were over 65 years of age. 
Surgery under the age of 65 has a mortality rate of 
less than 1 per cent. The group over 65 included com- 
plicated problems such as malignancy and terminal 
states, and in this group of 298 major surgical cases 
there were 25 deaths, a death rate of 8.4 per cent, which 
is many times greater than the death rate in the young- 
er age group. 

I would like to add a comment on the importance 
of teamwork among consultants, which involves also 
the general practitioner. He has a very important place 
in this whole consideration. I do not know a great deal 
about the stress syndrome, but I do know that some 
factors in the human being are not found in the lab- 
oratory or under the microscope. Some people over 65 
are involved in stress to the point that they have had 
their confidence in themselves very seriously disturbed. 
That has a bearing upon the physiologic processes and 
perhaps even the pathologic situation. Some of them 
even have a lessened confidence in God. These things 
need to be borne in mind. An element of kindness and 
consideration and gentleness may not be scientific but it 
is most effective in encouraging the patient and giving 
him a better chance to survive his illness. 

Dr. Oaitvie:. I will ask the panelists now to sum- 
marize their statements briefly. 

Dr. ANDREWS: I would like to make a plea for 
all of you to consider very seriously the idea of making 
structural examinations on patients, not because I claim 
that disturbance in body mechanics is the cause of all 
disease, but because we cannot overlook it as an impor- 
tant factor in disease. Just how important it is we do 
not know. There needs to be much research to prove 
what relationship there is between degenerative disease 
and disturbance in the structural mechanics of the body. 

Dr. BALpwin : I would summarize with a word of 
caution: Be careful not to blame all disease on the gen- 
eral adaptation syndrome, and exercise care in applying 
the many drugs available today. 


Dr. FEINBERG: There was a time when religion 
was something that was almost taboo with physicians, 
but I find in my reading that there is a renewed interest 
in religious feeling and belief. So in dealing with pa- 
tients one should remember that religion is a powerful 
force in the healing process. Another thing to empha- 
size is the philosophy of gratitude to the other person ; 
by showing your gratitude to the other person the basic 
instinct of that man will be to show gratitude to you. 

Dr. Watson: I have nothing to add. 


Dr. Levitt: It has been a great privilege to sit on 
a panel of professional men who have an awareness of 
social responsibilities in these troublous times. The re- 
marks have been stimulating. They call for under- 
standing and action on many points. I would suggest 
that while we are talking about these things, we could 
put into action certain ideas and methods that could 
help. In the first place, we have to help the individual 
to know good health habits—physical, mental, and spir- 
itual. To accomplish this requires good rapport and 
understanding between the doctor and patient. We need 
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to encourage the concept of periodic health examina- 
tions which should be comprehensive and should take 
into consideration the patient’s background and en- 
vironment, including the people with whom he lives and 
works, as well as the symptoms of disease. I believe 
there should be more research into the causation of 
health and disease, and that information from that re- 


An element of kindness and consideration 


is most effective in encouraging the patient 


search should be made known to individuals at differ- 
ent levels of life in language they will accept, and 
according to their capacity for learning and under- 
standing. 

Dr. Korr: I feel that a great deal of successful 
attention is already being given toward combatting dis- 
ease, or what Stieglitz has called the advance of recon- 
structive medicine. I think what is required now is 
orientation in constructive medicine, toward building 
up of health rather than combatting disease. My strong- 
est wish is that the osteopathic profession reassert its 
leadership in this area. 

Dr. OcitviE: I think it is obvious that the field of 
degenerative disease is vast and unexplored, and that 
this panel has scarcely touched it today. We said at the 
outset that degenerative disease is an enigma, a chal- 
lenge, and an opportunity. That it is an enigma, indeed 
the great medical puzzle of our day, has been well 
expressed. Likewise there can be little doubt that it 
constitutes an awesome and formidable challenge to the 
total resources of medical and allied sciences. What 
about the opportunity? The discussions you have heard 
have clearly indicated that little or no progress has been 
made in man’s fight against his degenerative disorders. 

In searching about for an effective approach, medi- 
cal scholars now feel that a solution lies within the 
ecologic approach to human illness, that is, the study 
of inter-relationships of the human organism and its 
environment. It is here that the path of the osteopathic 
profession clearly crosses the problem. Osteopathy is 
not, according to popular belief, a therapeutic system 
of medicine. Its traditional concept has emphasized 
body unity, the interdependence of structure and func- 
tion, and the natural capacity of the uninvaded and 
sound organism for health. Osteopathy is a way of 
thinking about sick and healthy people. Now that so- 
called modern medicine finds itself abandoning its long- 
standing specifistic approach to explore the potentials 
of medical ecology in its attempts to accomplish a 
breakthrough in the degenerative disease problem, os- 
teopathic opportunity becomes apparent. Is it not rea- 
sonable that a school of medicine that has emphasized 
the ecologic concept for over a half century would have 
valuable contributions to make in the solution of this 
problem? Certainly so, and we must be about our busi- 
ness. It is high time, my friends, for this profession 
to make its full destined contribution to the welfare of 
human society. We are sorely needed. The opportunity 
is ours. 
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resection 


EDWARD W. DAVIDSON, D.O. 


Los Angeles, California 


a INVESTIGATION WAS undertaken in an 
attempt to objectively evaluate the results obtained in 
the submucous resection operation. This was stimulat- 
ed by discussion with physicians who are unalterably 
opposed to this procedure. They present arguments 
somewhat as follows: “The results are practically nev- 
er satisfactory.” ‘Patients go through the tortures of 
the damned and are worse off afterward than before.” 
“If they do get any benefit it is only temporary and 
then they are worse off than before.” “You think you 
are getting good results, but the ones that are unhappy 
don’t come back to you.” “Three-fourths of the cases 
wind up with a perforation and a whistle.” None of 
these statements are original with me; all are from 
doctors who claim to know or from patients who have 
heard them from others. 

It should be borne in mind that a septum may be 
found on physical examinations to be so badly de- 
formed that there is no room for reasonable doubt as 
to the need for correction. Or the septum may be 
found to be thin, straight, and not contacting at any 
point, and thus should be considered entirely normal. 
But between these two extremes are all possible grada- 
tions, and it is sometimes difficult to decide whether or 
not the deformity is an important cause of symptoms. 
If there were worthwhile results in every case, it 
would be almost certain that there were also some cases 
being refused operation when it would actually be bene- 
ficial. It is humanly impossible to draw a line so fine 
that there is no error on either side-—too conservative 
or too radical. 

It is also to be remembered that the symptoms 
that cause the patient to seek relief may be the result 
of more than one causative factor. To mention just a 
few examples: Headache may be caused by pressure 
of the septum on a turbinate, and/or by eye strain, 
menstrual disorder, constipation, articular lesions in the 
neck, et cetera. Nasal discharge may be caused by con- 
tacting nasal membranes resulting from deviated sep- 
tum, and/or sinusitis, allergy, et cetera. Discharging 
ears may result from mechanically induced nasal dis- 
order and/or chronic tonsillitis, sinusitis, chronic mas- 
toiditis resulting from scarlet fever, et cetera. In each 
case the surgeon must use judgment in deciding wheth- 
er the nasal deformity is of sufficient importance to 
justify the expectation of worth-while results from a 
submucous resection. 

The following questionaire was sent out, together 
with a letter explaining that frank answers were wanted 
in order to arrive at a true appraisal of the operation 
for the benefit of others who might be considering the 
same type of procedure. 
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1. Symptoms for which you sought relief : 
Difficult breathing 
Nasal discharge 
Headache 
Ear trouble 
Other 
2. What was the result of the surgery? 
Complete relief 
Improved enough to be worth-while 
No improvement 
Symptoms made worse 
3. Regarding the permanency of the result’ 
Any improvement noted has been: 
Permanent 
Only temporary 
4. Do you remember the operation as: 
Free from pain 
Only slightful painful 
Distressingly painful 
5. In what year was your operation performed? 
Remarks : 
Signed (optional) 


A total of 161 responses were received from the 
questionnaire. Table I shows the over-all results as re- 
ported by the patients. 


TABLE I.—GENERAL APPRAISAL OF RESULTS 


Result No. cases Per Cent 
Complete relief 58 36.0 
Worth-while 88 54.7 § 90.7 
No improvement 15 9.3 
Totals 161 ~ 100.0 


It will be noted that of 161 patients reporting on 
the ultimate result, 90.7 per cent reported complete re- 
lief, or sufficient relief to be worth-while. No improve- 
ment was reported by 9.3 per cent. None were made 
worse. 

Concerning pain at the time of surgery, 12.6 per 
cent reported the operation as distressingly painful and 
87.4 per cent reported it as pain-free or only slightly 
painful. Many, on further questioning, stated that the 
most painful part was getting the nose anesthetized. In 
later years this discomfort has been reduced by apply- 
ing a fine spray of cocaine and ephedrine before the 
membranes are touched even with cotton. It also helps 
to use only very small tips of cotton on a small ap- 
plicator until the nose is nearly anesthetized and the 
membranes are fairly well shrunken. Also, the patient 
is now watched more closely, and at the least sign of 
pain additional topical analgesic is used, and/or 50 
mg. of Demerol is given intravenously. The operation 
is not continued while the patient is showing evidence 
of pain. 

As to permanency, 95.8 per cent reported that any 
improvement gained was permanent. Of the 4.2 per 
cent who reported only temporary results, most of 
these were cases of recurring polyps, recurring sinus 
infection, or contact with allergens. 

The complaints which were specifically mentioned 
in the questionnaire are the complaints most commonly 
met in my experience. Unfortunately, the questionnaire 
was so designed that the patient reported only the over- 
all result and not the specific result for each complaint. 
Thus, if the patient registered all four complaints he 
might get complete relief from his difficult breathing, 
partial improvement from nasal discharge and head- 
ache, but no relief from ear trouble. He would report 
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the operation to have been worth-while, but would not 
report a complete failure or a complete relief. Yet the 
reported results are suggestive and as such are of value. 
Table II shows the results reported according to com- 
plaints. 


TABLE II.—SPECIFIC APPRAISAL OF RESULTS 


Complaint Result No. cases Per cent 
Difficult Complete relief 43 368)... 
breathing Worth-while 67 57.2 M40 
No improvement 7 6.0 
Nasal Complete relief 26 36.1 93.0 
discharge Worth-while 41 56.9) 
No improvement 5 7.0 
Headache Complete relief 16 29.1 
Worth-while 33 00} 
No improvement 6 10.9 
Ear trouble Complete relief 11 39.3 
Worth-while 14 500} 
No improvement 3 10.7 


Difficult breathing was a complaint of 117 patients ; 
of these, 110 (94 per cent) reported completed relief, 
or worth-while improvement. Of 72 patients reporting 
nasal discharge, 93 per cent reported favorable results. 
In the case of ear trouble and headache, the proportion 
of favorable results was 89 per cent in each class. 

If a patient reported either complete relief or no 
improvement, the above-described defect in the ques- 
tionnaire is not operative. This is also true when there 
was only one complaint. 


sion as to whether he got complete relief. The results 
shown in Table IV certainly suggest that the tempera- 
ment of the individual is a factor in the success or 
failure of the treatment. 

It was gratifying to note that 89 per cent of pa- 
tients who included headache as one of their complaints 
got worth-while relief. Since this investigation was 
begun, one simple test has been added to the diagnostic 
procedure which has much improved the diagnostic 
and prognostic possibilities in this respect. It is well 
known that a pressure of the septum against the middle 
turbinate can cause a headache. To determine whether 
such a pressure point is causing headache, I have the 
patient come in at a time when the headache is present. 
Then before any other part of the nose is treated I 
touch the suspected area with a small cotton-tipped 
applicator dipped in adrenalin, 1:1000. After a minute 
the same area is touched with 10 per cent cocaine. I 
prefer that the patient not know that this is a test. 
After about 5 or 10 minutes, and without carrying out 
any other procedure that could influence the pain, I in- 
quire “How is the headache now?” If the headache is 
all gone, I believe the patient has almost a 100 per cent 
chance of good result from relieving the pressure 

int. 
“7 This investigation has allowed an improvement in 
the over-all average of 90.7 per cent worth-while re- 
sult. But in talking with patients it is found that most 
of them are anxious for relief and will gladly accept 
surgery if they think they have a 90 per cent chance of 
obtaining worth-while relief. 

The questionnaire provided for filling in of com- 


TABLE III.—RESULTS AS RELATED TO NUMBER OF COMPLAINTS 


Number of Complete Worth- No Total Worth-while or 
Complaints relief while improvement cases complete relief 
1 26 (41.4%) 28 (44.0%) 10 (14.6%) 64 84.5% 
Z 19 (33.0%) 42 (61.4%) 4 ( 86%) 70 94.3% 
3 6 (33.4%) 13 (61.1%) 1 ( 5.5%) 20 95.0% 
4 2 (42.9%) 5 (57.1%) None 7 100.0% 


As would be expected, when there was only one 
complaint the percentage of complete relief is higher 
than when multiple complaints were present, but the 
percentage of worth-while results is greater in the 
cases of multiple complaints. In the case of four com- 
plaints the number of cases is only 7, too few to be of 
statistical value when taken alone (Table IIT). 

One question concerned whether there might be a 
relation between the discomfort at the time of surgery 
and the end result. There are several factors that enter 
into the experience of pain. There is no reliable meth- 
od, so far as we know, of objectively measuring its in- 
tensity, in any case, the subjective sensation is all that 
counts. It is well known that some have a higher 
threshold of pain than others, or else a better tolerance. 
Some patients are perfectly contented throughout an 
operation with only a local anesthetic, while others 
seem to flinch when it seems almost impossible to be- 
lieve they are being hurt. Psychogenic pain is prob- 
ably just as real as is pain with a true physical cause. 
Is there anything in the general nervous make-up of 
the individual that would make the patient with a low 
pain threshold also be the one in whom it would be 
hard to attain relief from his ailment? 

It is understandable that the amount of operative 
discomfort itself would influence the patient in his de- 
cision as to whether a partially successful operation 
was worth-while. But it should not influence his deci- 
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TABLE IV.—RESULTS AS RELATED TO 
OPERATIVE PAIN 


Painful Complete relief 3 15% 80% 

(20 cases) Worth-while 13 65%)” 
Noimprovement 4 20% 

Slight pain Complete relief 29 44% 880% 

(88 cases) | Worth-while 29 44% 
Noimprovement 8 12% 

Pain-free Complete relief 37 52% 980% 

(70 cases) | Worth-while 31 44% 
Noimprovement 2 2% 


TABLE V.—MISCELLANEOUS COMPLAINTS 


Complaint as listed No. cases Result 

by patient 

Affected singing voice 1 Complete relief 
“Strep sinus” 1 Complete relief 
Repeated nose bleed 1 Complete relief 
Repeated colds Z Complete relief 
Laryngitis 1 Complete relief 
Ulcerated septum 1 Complete relief 
Hay fever 1 Worth-while 
Nasal speaking voice 1 Worth-while 
Sore throat 1 Worth-while 
Recurrent sinusitis 1 Worth-while 


plaints other than those listed. Table V shows the 
points of interest brought out by answers in this field. 
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Summary 


In a survey of the results of submucous resection 
for relief of various pathologic states, 161 replies were 
received. It is believed that this represents a fairly 
typical cross-section of patients who undergo the pro- 
cedure. 

The results as reported confirmed the view that the 


SUBCLINICAL 


signs of 
TRAUMA 


BERYL E. ARBUCKLE, D.O. 
Philadelphia, Pennsylvania 


eee OF THE term “birth injury” 
unfortunately varies greatly, depending upon the expe- 
rience or lack of experience of the interpreter as well 
as his analytical inclinations and his capabilities. “Birth 
injury” is used to refer to injuries occurring any time 
during intrauterine existence, labor, or delivery, or 
shortly after delivery. Severe injury of this type is 
not compatible with life. A great many cases of varied 
developmental impairment, so diagnosed in early child- 
hood and at that time attributed to birth injury, have 
manifested subclinical signs early in infancy. These 
early signs or symptoms too frequently pass entirely 
unobserved, or if observed are quickly forgotten by all 
except the mother who will persistently relate them to 
any questioner. 

The neonatal state is the shortest period of life 
and to the future of the individual the most important. 
An adequate foundation of health is the greatest insur- 
ance that the patient’s life will be relatively free from 
the great number of perplexing problems to which man 
is heir. It should be thoroughly understood in all its 
complexities and managed as is possible only by those 
willing to give time and effort to consider the future 
of an individual with a seriousness proportionate to 
its importance. Too often such over-all management is 
not within the scope of the physician who is too busy 
with the day’s concerns. 


Etiology of trauma 


The developing fetus experiences a certain amount 
of trauma from uterine contractions, depending upon 
its position and the type and/or strength of contrac- 
tions. The fetus arranges itself for growth in whatever 
space is available. This is dependent upon maternal 
structures such as the lumbosacral angulation and/or 
the degree of lordosis, the developmental shape and/or 
the position of the sacrum in the pelvic ring, the rela- 
tive positions of the ilia in regard to the sacrum and to 
each other, and the degree of flare in development 
rather than position of the ilia. Also of importance is 
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operation was valuable in a large proportion of cases; 
this presents a strong refutation of objections present- 
ed by those prejudiced against the procedure. 

As a result of the survey, there has been an im- 
provement in my technic of administration of anes- 
thetic and in evaluation of headache caused by deviated 
septum ; these changes are herein described. 

3200 W. Sixth St. 


the liver of the mother with its firm resistance varying 
according to her type and build. To these structures 
of resistance is added the placenta, which may be su- 
perimposed on another firm structure. Any unusual 
amount of resisting force with which the fetus must 
cope will affect its positional arrangement and also 
its effort toward movement which is necessary for opti- 
mum normal development. 

The possibility of injury in the birth process it- 
self has been expressed by McLeod! in a discussion on 
hormonal control. At the beginning of the neonatal 
period the newborn has just passed through an expe- 
rience of such dramatic potential that he could never 
have survived without this extra hormonal protection 
and will never again be physically fit to survive any- 
thing even approaching in severity such an experience. 


Recognition of trauma 


In considering the subclinical effects of trauma, it 
is necessary to keep in mind the anatomic and physi- 
ologic picture of the newborn, its structural immaturity, 
and the normal pattern of development. Much study 
has been done upon the latter? and, as a result, there 
is a general pattern of expected development which 
unfortunately is understood by few physicians. Would 
that more could comprehend the need to familiarize 
themselves with the normalcy of activity in the neo- 
natal stage in order to recognize early deviations, often 
so slight that even the mother may not be concerned 
after she has been assurred by the doctor that every- 
thing is all right. It was an admonition of Dr. Andrew 
Taylor Still, stated several times and in different ways, 
that the normal should be thoroughly understood in 
order to recognize the abnormal.® 

The subclinical effects of trauma are many ; among 
them are (1) spinal deviations and the development of 
faulty posture with the limitless developmental sequelae 
during later years; (2) interference with mental de- 
velopment; (3) interference with the development of 
motor functions manifested in varying degrees through 
a great number of neuromuscular disturbances; and 
(4) many psychologic deviations, some of which de- 
velop into strange behavioral characteristics. 

Among some immediate subclinical effects are 
preference of position: ‘The baby will not lie on his 
back” or, “The baby is happy only on this side” or, 
“He favors this side of his head.” Difficulty in feeding 
is blamed on everything except birth trauma. Why 
search so long for a formula to agree with the odd 
baby rather than change this baby so that it may agree 
with the formula which is satisfactory for most other 
babies of the same age? Then there are poor sleepers ; 
the babies who are not satisfied with themselves, but 
who need constant rocking and pacifying; the babies 
who are stuporous and just too good; the children with 
angular movements of fingers and wrists often asso- 
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ciated with lateral flare of lesser toes and lateral angu- 
lar eversion of feet and/or ankles, instead of rhythmic 
curving movements of feet, hands, and digits ; the chil- 
dren who do not hold their heads up at the age at 
which they should; the children who do not reach for 
toys when showing recognition; the children who do 
not turn over when they should; the children who do 
not sit when they should. These babies are not just 
slow. No human infant is slow without cause. There 
must be some reason for one small child to be different 
from all the others of his age, and that reason probably 
could be found easily if the physician in charge would 
realize that this is a part of his responsibility and would 
take the necessary time, instead of placing the responsi- 
bility upon the infant by saying, “He will grow out of 
it.” This all too often is impossible without a little help. 

Deviations from the normal have various causes, 
such as the hormonal barrier or any other placental 
barriers which may have been inadequate during fetal 
growth and resulted in faulty development of some 
structure or system. Defects in fetal development may 
also result from illnesses of the mother during preg- 
nancy or poor hereditary neurologic factors. These 
causes, however, are in the minority as compared with 
structural malalignment, which is the most frequent 
subclinical effect of birth trauma resulting from expe- 


_ riences during intrauterine existence, labor, or delivery. 


The mechanics of the disturbances produced by 
compressive uterine forces have been described at 
length in previous papers.*° This malalignment of 
developing structural parts is largely responsible for 
much of the physiologic disharmony throughout a life- 
time. The correction of the malalignment during the 
early weeks of life will usually obviate the many early 
signs and symptoms enumerated above. Should symp- 
toms develop later, they will be less severe, more easily 
managed, and have a greater possibility of being en- 
tirely overcome if structural malalignment has been 
corrected. 


Effects of trauma 


The effects of structural malalignment should be 
considered in more detail, starting with the least ob- 
vious and probably the most common: malalignment 
of structure as the basis of faulty posture. This effect 
is blamed as time advances for an increasingly greater 
number of maladies. 

Posture is the relative arrangement of the struc- 
tural part of the body. The understanding of posture 
is elusive as each individual has his own conception of 
posture in a desired state. The dictionary definition of 
posture is “the position or bearing of the body as a 
whole, whether characteristic or assumed for a special 
purpose.”® 

The development of posture parallels that of the 
skeletal system. All too often it has been thought that 
curvatures and other deformities have occurred during 
early school days. If not a result of definite recent 
trauma, and that of a serious nature, these deformities 
were present in the first week of life to be found by 
anyone who would but look for them. Unless very 
marked, these deviations can be observed only by those 
familiar with the structure and function of the new- 
born. There is more of importance in a newborn than 
a baby who can cry, eat, and sleep. When the cover 
upon which it lies is suddenly jerked or when a simu- 
lated thunderclap occurs too near its ears, there is much 
to observe in the manner of motor response, not mere- 
ly the degree thereof. 
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To understand these points it is necessary to carry 

our reasoning back to the embryonic stages of develop- 
ment. The fetus grows with its extremities curled upon 
it. Even when optimum space and position exist dur- 
ing growth, this curling becomes tighter as growth 
continues and as compressive uterine forces increase. 
Uncurling after birth takes time and is helped by the 
forces of gravity while the baby is in the horizontal 
position. 
__Nature’s provision in preparing the child for walk- 
ing is seen in various muscular activities. Those guid- 
ing the parents should themselves be thoroughly fa- 
miliar with the expected normal pattern of these move- 
ments and should take time to observe either their 
normalcy or deviation therefrom. The physician should 
describe to the parents the need for these movements. 
The baby, in stretching its thighs, or stretching its 
shoulders and curving them upward, is not trying to 
sit up; he is merely preventing the fate that might 
occur in parts kept inactive too long. The hips and 
legs are stretched as well as the shoulders and arms, 
and there are various head movements and movements 
involving the entire spine, segment by segment. 

During the latter months of prenatal development 
it may have been necessary for the fetus to be arranged 
in an asymmetrical manner in the space in which it 
had to grow: The head may have been rotated to one 
side and the neck side-bent or in a severe state of lat- 
eral flexion; the shoulder and pelvic girdles may have 
been in converging planes; and further variants may 
have been added by rotation of these planes in relation 
to each other, in which case further rotations and side- 
bendings would have resulted throughout the spine. 
The thinking concerning compensatory curves in later 
life is just as applicable during embryonic development. 
In the fetus longitudinal curves compensate for the 
variations in inclinations of the transverse planes. No 
stresses work in isolation, but rather there is reciprocal 
tension, even in the fetal stage. 

In addition to the difficulties of the crowded posi- 
tion during intrauterine development, the fetus is sub- 
jected to compressive uterine forces frequently respon- 
sible for furthering distortions of embryonic structures. 

The infant and small child are considerably more 
elastic than the more mature individual. In consider- 
ing the malalignment of structure during development, 
it is necessary to picture structures within the cranio- 
vertebral cavity that maintain or increase some of these 
faulty structural arrangements. Dural membranes are 
yellow elastic tissue in which well-organized strands of 
white fibrous nonelastic tissue are laid down. The in- 
tracranial dura consists of four reduplications which 
help to protect the developing brain. During labor and 
delivery these reduplications also help to prevent ex- 
cessive molding. These membranes house the dural 
sinuses or the intracranial veins. Disturbance of this 
mechanism, if allowed to persist, will surely interfere 
with the development of physical and mental ability. If 
such occurrences are to be prevented, it is definitely 
necessary for every physician to be thoroughly familiar 
with these facts and to keep them constantly in mind 
during case evaluation and management. 

The falx cerebri and falx cerebelli are the cranial 
dural reduplications in the midsagittal plane. The for- 
mer is a sickle-shaped membrane separating the cere- 
bral hemispheres. Its short anterior-inferior attach- 
ment is to the crista galli of the ethmoid; its curved 
superior border housing the superior sagittal sinus is 
attached to four bones, front to back, the crest of the 
frontal bone; the ridge of each side of the sagittal 
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sulcus, which 1s the medial border of each parietal 
bone; and the margins of this sagittal sulcus as it 
continues on the occipital squama as far as the internal 
occipital protuberance or the confluence of the sinuses. 
The posterior-inferior attachment of the falx cerebri 
is to the upper part of the tentorium. This junction is 
inclined anteriorly and is known as the white line. 

The tentorium cerebelli is that reduplication which 
separates the cerebral hemispheres from the cerebel- 
lum. Anteriorly on each side this is attached to the 
superior border of the petrous portion of the temporal 
bone, here enclosing the superior petrosal sinus. Lat- 
erally, on each side, its two layers straddle the parieto- 
mastoid suture, here housing the lateral extremity of 
the transverse sinus. Continuing posteriorly these lay- 
ers are attached to the margins of the transverse oc- 
cipital sulcus. The medial free borders of this mem- 
brane form the tentorial notch, the fibers of which 
continue anteriorly to the anterior clinoid processes, 
passing above those fibers from the broad anterior at- 
tachment of the tentorium, which continue medially to 
the posterior clinoid processes. Fibers continuing from 
these and from adjacent areas, such as the floor of the 
medial cranial fossa on each side and the dorsum 
sellae, continue into the diaphragma sellae, which at- 
taches to the anterior and posterior clinoid processes 
covering the sella turcica but leaving, however, a large 
opening through which passes the infundibulum to the 
pituitary gland. 

The remaining reduplication of importance is the 
falx cerebelli with its free concave anterior border fit- 
ting between the lobes of the cerebellum. Its posterior 
border is attached to the occipital crest while its su- 
perior attachment is to the underpart of the tentorium. 
This junction contributes to the posterior part of the 
white line. Stress through the median plane, therefore, 
is continued cephalward from the falx cerebelli through 
the white line into the falx cerebri. The white line, 
through which stresses pass directly or indirectly to 
and from almost every group of stress fibers, houses 
the straight sinus, the anterior part of which receives 
the inferior sagittal sinus from the free border of the 
falx cerebri and also the vein of Galen, an extremely 
short vein entering at a fairly sharp angle and receiving 
in turn the internal cerebral veins. 

Should there be any undue stress upon this straight 
sinus because of altered tensity of the tentorium, inter- 
ference of venous drainage would naturally result. 
How then could there be adequate arterial supply? 
Much has been written upon these particular inadequa- 
cies of cerebral circulation in the consideration of in- 
terference with the mental development of the human 
creature. These facts should receive serious considera- 
tion and adequate attention during examination and 
evaluation of every newborn. An effort should be made 
to prevent the interference with mental development 
resulting from subclinical trauma of the newborn rath- 
er than waiting to see whether the baby has been suffi- 
ciently fortunate to have escaped the effects of early 
traumatic experiences in the areas of importance with- 
in its central nervous system. The subclinical symp- 
toms as enumerated earlier may not be observed, and 
the serious consequences of such trauma may not be 
manifested until the second, third, or fourth decade or 
even later when complete correction is impossible. Pre- 
vention might have been possible had time been taken 
for immediate or early treatment. 

The two layers of the cranial dural membranes 
fuse at the foramen magnum where they are very firm- 
ly attached, as they are to all the bony prominences 
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within the skull. The spinal dura continuing from the 
foramen magnum is firmly attached also to the first, 
second, and third cervical vertebrae and continues as a 
single layer throughout the intervertebral canal, send- 
ing off reduplications with each pair of spinal nerves. 
Some fibers of these reduplications are mingled with 
the periosteum around the intervertebral foramen; 
others pass out with these nerves. Continuing through 
the sacral canal, the final fibers of attachment of the 
spinal dura are on the back of the coccyx. 


Cranial deformities 


The oblique head—that is, the head with the 
sphenobasilar plate convex to one side and an obliquity 
declined posteriorly to the same side, the condylar parts 
therefore on different planes in both transverse and an- 
terior-posterior directions—would present the condition 
known as scoliosis capitis, which is a state of double 
curvature within the cranial axis. Such a pattern, be- 
sides causing marked distortion of the tentorium, re- 
sults in further interference with circulation, or more 
specifically with venous drainage. This pattern also 
creates distortion of structures about the craniocervical 
junction producing unnecessary stress of the dural 
membranes and crowding about the motor tracts of the 
cord as it leaves the medulla oblongata. This type of 
structural malalignment, resulting from previous com- 
pressive forces of unequalized stress, is frequently 
found in patients who manifest physical defects. 

These findings should be of grave concern to the 
physician. The baby of today represents the man of 
tomorrow. Will the physician be capable of enabling 
that which has been created to develop as intended or, 
because of his negligence and/or inability, will the 
man of tomorrow by a victim of physical defects re- 
sulting from subclinical trauma of the newborn? 

When scoliosis capitis occurs, it is logically asso- 
ciated with spinal scoliosis. The concavity of the lat- 
eral curve of the cervical area will be found on the 
same side as the convexity of the sphenobasilar plate or 
symphysis at this stage. A double S-curve in the dorsal 
area is usually associated with scoliosis while the lum- 
bar convexity will be in the same direction as that in 
the cervical area. These are the curves which may be 
seen in the newborn with this pattern of deviation of 
cranial and spinal axes, together with the decline of 
the base of the skull and the correspondingly declined 
pelvis, including the associated malaligned sacrum be- 
tween the ilia. The planes of the base of skull and 
pelvis will therefore coincide. If they vary, however, 
spinal extensions and flexions and segmental rotations 
will exist, further complicating structural mechanics. 

These curvatures are obliterated if the arms and 
legs are stretched in opposite directions, as is done 
when positioning a baby for roentgen study. It should 
be remembered that the newborn is extremely elastic 
and in order for these curvatures to be observed, the 
infant must be left at rest in prone position with head 
supported, avoiding rotation of the cervical spine. 

In this condition the cervical musculature or the 
structures on the outside of the craniovertebral cavity 
are also likely to be affected as well. This change is 
slight at first, but very shortly there is likely to be more 
marked tension of the muscles on one side of the cervi- 
cal area. This all too frequently is the forerunner of 
the so-called congenital wry neck, which usually re- 
sponds to osteopathic manipulation quickly and suff- 
ciently well to balance the malaligned planes. 

In all probability the disturbances resulting from 


Journat A.O.A. 


the oblique head will also include interferences with 
the shoulder girdle. Incoordination will often be no- 
ticed by the careful observer, but to the casual and in- 
different observer the dread conditions, dependent upon 
this early structural malalignment of developing bones 
and consequent warped state of mature structures, will 
have an insidious onset. This phase bears considerable 
elaboration when considering the physical defects in 
discussions of cerebral palsy and the possible preven- 
tion of from 75 to 90 per cent or more of such cases. 

In the case of a flat head or a head with a short- 
ened anteroposterior diameter and very wide transverse 
diameter, there is likely to be an extremely flattened 
tentorium because of the obtuse petrous angle, or the 
extreme external rotation of the temporal bones. This 
will naturally decrease the venous drainage through the 
straight sinus, the vein of Galen, and the internal cere- 
bral veins. Often the cause of disturbances in struc- 
ture, upon which the development of posture is based, 
is also the cause of one or more other defects. 

Much has been written on faulty posture and its 
deleterious results but there is a paucity of material to 
be found on its very common cause, the disturbed bal- 
ance of stress due to prenatal trauma of subclinical 
proportion which results in the structural malalignment 
of developing parts. This is little understood and, 
therefore, too frequently neither observed nor even 
considered when attention is required, since the only 
time when such disturbances may be completely cor- 
rected is shortly after birth. When this flattened oc- 
ciput and flexion of the hinge, the upper dorsal area is 
likely to be in extension. This condition is naturally 
far more easily recognized when the child is 2 or 3 
years old, but very unfortunately it is often not ob- 
served until the adolescent stage or later. Chapters 
have been written on effects of deviation of the second 
dorsal segment. With correction of the first effects of 
birth trauma (in this case deviation of the cranial 
axis), the symptoms and associated suffering described 
in these chapters would be avoided for many individ- 
uals. 

In the presence of extension of the upper dorsal 
area, the sacrum will probably be far forward between 
the ilia and the shoulders will be drooping or almost 
overhanging the upper part of the flattened thoracic 
cage. This, of course, is noted later when the child is 
walking. Because of the dropped front panel and lack 
of tone of the crura of the diaphragm, the diaphragm 
will be sagging. This is further characterized by the 
poor tone of the abdominal muscles and the resulting 
pot belly. 

The pattern which is likely to develop in the event 
of a scaphocephalic skull or the extremely narrow 
transverse and long anteroposterior diameter is consid- 
erably different. If this has been excessive, there will 
be crowding or approximation of the condylar parts of 
the occipital bone. This is one of the causes of spastic 
paralysis but is also the cause of definite postural 
changes in the linear type of individual. There are 
various patterns that result from intrauterine environ- 
ment as well as those disturbances of pattern with con- 
sequent alterations of structure that occur during labor 
and delivery. 

Heredity has its place in development of structure 
and posture along with the consideration of such fac- 
tors as race, endocrine state, health, and nutrition. Ra- 
cial characteristics are noteworthy. A wide, thick, heavy 
individual will have a different over-all posture from 
the tall, thin one. The structure and endocrine varia- 
tions within different families of the same race will 
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give a very different general body pattern. Within these 
various structural ranges posture is somewhat depend- 
ent upon the need for balance, as well as being affected 
by the general muscle state and tone, and the position 
of various joints, and the planes of their development. 
For instance, the individual who starts life with the 
oblique skull, in which the base of the skull is declined 
and the plane of the pelvis is likewise declined, will 
have compensatory curves which owe their origin to 
efforts designed to compensate the inclination of the 
skeleton for conservation of balance. Too often in 
dealing with symptoms felt later in life, the structural 
causes for these are by-passed or completely forgotten. 

The individual with the flattened head, and with 
the sacrum dropped forward between the ilia and the 
diaphragm far from its normal plane, may go through 
life to a certain point without digestive symptoms, but 
certainly somewhere in his thirties he will begin to 
have serious difficulties and will persevere with every 
known remedy and procedure to relieve the symptoms. 
The oblique skull can also give definite interference to 
the muscles supporting the shoulder girdle. In due time 
many of these patients will have certain cardiac symp- 
toms. A serious shock or fall may be the immediate 
cause, but without the predisposing structural devia- 
tions these symptoms would not be produced by the 
incident receiving the blame. 

Any acute illness during infancy or childhood may 
so weaken the entire structure that the normal recipro- 
cal tension of the various muscle groups may be al- 
tered, causing various degrees of asymmetry which will 
very shortly result in altered spinal mechanics and 
faulty organic function. 


Importance of movement 


Besides immediate crying of the newborn, which 
overcomes these abnormal tensions, during early weeks 
and months of life the infant stretches, rolls, and 
moves with regular frequency. When a baby is left too 
long to play or roll about in the crib, or for the moth- 
er’s convenience is placed in a playpen, there is not 
sufficient space for the activity needs of a healthy baby. 
If the baby cannot move out and round about, there is 
nothing for him to do except to pull himself up and 
stand before he is structurally ready for standing. The 
musculature develops long before the bony skeleton, 
and in an upright position the child of 8 or 9 months is 
not ready to withstand the forces of gravity. Too early 
standing is therefore likely to produce a marked lordo- 
sis as well as alterations in the angle of the femur. This 
will definitely exaggerate the existing structural devia- 
tions caused by the subclinical trauma of the newborn. 
If this struggling baby hangs on like a monkey with 
one hand and twists himself about by reaching and 
straining for toys, further disturbance of developing 
spinal mechanics may result. 

Baby carriages and high chairs present their own 
hazards. How many children dangling and hanging 
out of a high chair in the attempt to gain possession 
of something just beyond reach will fall out of the 
chair or with the chair? Many accidents might be pre- 
vented if babies were not put into such precarious 
places while the mother attends to some necessary 
chore. Any of the falls during growth may interfere 
with bone development, adding further insult to an ex- 
isting disturbance that so far is causing no incon- 
venience. 

If a child does not have very excellent coordina- 
tion, scooters, roller skates with a skate on one foot, 
and in fact all activities, will strongly increase spinal 
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curvatures with the associated alterations in feet and 
legs. The child who is absolutely rhythmical will change 
sufficiently so that such methods of play will have no 
deleterious effect upon his growth. 

Unusual stresses produced during intrauterine ex- 
istence and during the experiences of labor and deliv- 
ery are often responsible for the variations in coordina- 
tion or rhythm shown in the young child. If a body 
has vitality enough to live under wrong conditions, it 
has vitality enough to improve under right conditions. 
It does not take long to examine the child structurally 
and to correct the deviations and equalize the body 
stresses. Then one more child may be able to continue 
with the rest of his playmates so that, instead of being 
the last in everything in which he participates, he will 
more often be the first. 

The short period of babyhood passes very quickly, 
and as the months slip by the carefree happy days of 
early childhood soon give way to the excitement of the 
school age. At this stage all routine is changed. There 
is more definite organization of periods of activity, and 
there are confinements and restrictions, which many 
times require sitting for too long a period for certain 
children at desks not designed for their particular 
needs. Organized play and exercise, again planned for 
the many, may exaggerate difficulties in a few. During 
regular physical examinations curvatures, which are 
merely being exaggerated by present experiences, may 
be observed for the first time. These were not pro- 
duced just because the child went to school. Every 
child does not have curvature of equal degree. The 
patterns vary greatly with different degrees of scoliosis, 
lordosis, and a variety of rotations. 

Exercises in the gymnasium and certain sports are 
designed for correction of faulty posture. However, 
during these procedures the key lesions of the gross 
faulty mechanism are often further exaggerated. The 
curvatures, that part of the defect most easily ob- 
served, apparently may be decreased only to recur 
when exercises are discontinued if the key lesions re- 
main uncorrected. 

Too frequently a child having an apparently slight 
injury will fall in some game or down a flight of steps, 
or have some such minor accident and later develop 
severe symptoms. To cite a specific instance, a 7-year- 
old girl fell in the school yard during recess. No first 
aid was required; a tear or two was shed, but nothing 
more. That night she experienced her first convulsion. 
Five or six more followed within 2 weeks, at which 
time she had her first complete structural evaluation. 
The basic cranial pattern was that of side-bending 
rotation with a mild degree of posterior obliquity to 
the side of convexity of the sphenobasilar. Added to 
this was restriction of the posterior limb of the oc- 
cipitomastoid and of the parietomastoid on the side of 
concavity. This restriction had been increased as a 
result of the slight fall. Apparently the forces had 
been in just the right direction to exaggerate an exist- 
ing difficulty or lesion process. The traumatic part of 
this restriction was corrected with the first treatment 
the child received. There were ro more convulsions. 
She received routine manipulative treatment from 
the family physician, who reports from time to time 
a very healthy and satisfactory picture of the child, 
who is a little faster in all her studies than before this 
possibly fortunate little accident, although there had 
been no previous complaints. 

With the severely physically handicapped the his- 
tory obtained very often depicts a normal infancy and 
possibly a normal childhood. The following case does 
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not follow an unusual pattern. A young man of 26, 
studying for his master’s degree, was endowed with 
good looks, a keen mind, an excellent speaking voice. 
He wanted to be an engineer, which required use of 
extremities, particularily the hands. During the con- 
sultation he sat on one hand to keep it still and held 
the leg of the same side to prevent its movement. Ac- 
cording to the story, these athetoid and spastic move- 
ments were not noticed until the third or fourth grade. 
To the question, “As a small child did you fall more 
than other children?” he quickly replied, “No, I did 
not play much with the other children.” The question, 
“Why did you not play with the other children?’ re- 
ceived the immediate answer, “There were many things 
I liked to do by myself.” Toward the end of the inter- 
view this question was reworded and asked for the third 
time. Not until then did the unguarded reply slip out, 
“Because they would not wait for me.” 

No one had been sufficiently observant to notice 
the early hurts of a sensitive child; no one troubled to 
find out why a bright little boy was not included in 
games; no one understood the pluck and courage of a 
child who would not complain. But today in an adult 
world that pluck and courage cannot secure for a man 
with a keen mentality but a severely defective motor 
system the job that should have been his. He must pay 
this high price for living because of those who failed, 
through indifference or inability, to observe the sub- 
clinical symptoms of birth trauma at the time when the 
effects of that trauma could have been eradicated and 
a life allowed to develop according to the pattern of 
normalcy. 

Over 50 per cent of case histories of well-devel- 
oped handicaps include the fact that the mother worried 
about signs and symptoms which the doctor or doctors, 
as the case might be, would not or could not see. No 
help is given when a family is told repeatedly by those 
from whom they seek advice that they are worrying 
needlessly ; that the child is all right; later, that the 
child is just slow; and then still later, maybe at 2 or 3 
years of age, that the child will never walk and never 
be normal. When the mother first shows concern, the 
physician, remembering that no human infant is ever 
slow without a good reason, should look well to deter- 
mine the manner in which the movements or behavior 
pattern of that particular infant or child deviate from 
the normal. If the child has this undiscovered cause 
with which to cope all his life, he is likely to fall far 
short of his mental potentialities. By the time this is 
realized, the only opportunity, when all might have been 
salvaged, has long since passed. 

Yet in dealing with children, the statement “wait 
and see” is heard too often. It is during the waiting 
period that opportunity passes, and another child is 
doomed to travel a road of needless suffering. 

As no future can be predicted with any certainty, 
it would be well to help every baby overcome the effects 
of trauma which it could not have escaped during the 
last weeks of its prenatal experiences and its birth. 
By so doing the number of those who would otherwise 
develop physical and mental handicaps would be great- 
ly reduced, and the statistical reports would be very 
different. 

For illustration the case of an adult and that of a 
child had been given. The following one is of a baby 
with more marked early symptoms and a very observ- 
ing mother. Prior to her marriage the mother had 
worked for 4 years in a school for mentally retarded 
but trainable children. In her second child she saw the 
shadow of many odd movements, resembling those she 
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had observed in the retarded children. Whenever these 
observations were mentioned to her physician, she was 
assured that there was nothing the matter with her 
baby and told that she was just looking for things and 
was needlessly worried. Fortunately for that baby the 
doctor watched carefully and before a year had passed, 
he agreed with the mother that there were some slight 
differences. The child was brought for evaluation and 
treatment. Although the symptoms at this time may 
have been extremely slight to many, the symptoms— 
rotation of the hands, angular movements of the fin- 
gers, extension of the feet, and slight stiffness in the 
spine—were evidences of cerebral palsy. 

As stated, these signs to most would still have 
been extremely slight. Too many in this situation 
would have said “Oh, let’s wait and see; the child will 
grow out of it.” A few more years of such neglect in 
the guise of “watchful waiting” may place such a child 
years beyond the possibility of help. In later years such 
a tremendous amount of effort is required to produce 
improvement, which at best is so slight and continues 
at such slow pace, that life itself seems all too short to 
make the effort worth-while. 

In the case of the child under present considera- 
tion, the hands, arms, feet, and legs quickly responded. 
To all intents and purposes he is now doing all that a 
child of his age should do with one exception: although 
able to sit well in a little chair, it is impossible for him 
to sit on the floor with legs extended and back straight. 
The contraction in the iliopsoas group of muscles and 
associated structures makes impossible the right angle 
of trunk and legs. This apparently insignificant symp- 
tom would appear to many too trivial for attention. 
However, this in itself often constitutes a preclinical 
sign of cerebral palsy. Without further attention this 
child would not “grow out of it” but within a few short 
years, if he were then able to walk, would be far more 
likely to be on his toes, with knees and hips flexed 
and other functional deviations. But the treatment 
of this child will continue and, at the rate of progress 
already made, it is expected that within another 4 to 5 
months the activity of lower extremities upon the trunk 
should be, with all other movements, as perfectly free 
and rhythmic as could be desired. 

Treatment, however, should continue, though at 
greater intervals, as the motor signs of cerebral palsy 
appear only when the central nervous system progresses 
to the age at which further activities should develop. 
Continued treatment provides greater assurance of nor- 
mal development without further signs of cerebral 
palsy. Such patients should be seen regularly at in- 
creasing intervals; to be sure that no abnormal stresses 
remain that could interfere with later development, 
they should certainly be checked 3 or 4 times a year 
during the growing period. 

A child who has had no known accident may be 
too far behind in competitive sports and often left on 
the side lines or he may be ridiculed or teased for slow- 
ness or unusual behavior. The injury responsible for 
his predicament could have occurred during his early 
stages of development. Such experiences will often 
alter the psychologic development so that personality 
changes occur and, instead of a physical problem alone, 
there very quickly occurs a psychologic problem as 
well. 

During many of the games, the rougher sports, 
and some of the strenuous gymnastic procedures, chil- 
dren receive various injuries. Certainly if the injury is 
sufficiently severe for hospitalization, possibly a frac- 
tured neck, the child will have adequate care. But what 
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of the many injuries that apparently are so slight that 
the child, because of his eagerness to continue in com- 
petitive sports, convinces himself and often everybody 
else that there is nothing the matter? The unnatural 
stresses resulting are added to those already existing 
and become further increased because of the strains of 
everyday living, until many months or even years later 
symptoms may start slowly and increase. 

A surprising number of such cases are reported in 
which the insidious onset of certain groups of neuro- 
logic symptoms is not associated with a fall or injury 
described in the history. This may even be followed by 
the comment that, of course, this has no bearing upon 
the present condition, and in this way the possibility of 
finding the cause is very definitely by-passed and 
quickly forgotten. It is only through perseverance and 
consistently careful and accurate observation that it is 
possible for someone to think in terms of altered body 
stress. When one thinks along these lines, the varia- 
tions seen so frequently are very obvious and those to 
whom they are obvious are often impatient with those 
who skim over the surface and see so little. 

In consideration of the sequence in this long-range 
occurrence of symptoms, the initial injury may cause 
the very elastic child no difficulty in everyday activities. 
Neck injuries in time may affect the diaphragm through 
the phrenic nerve. The stresses severe enough to main- 
tain such a lesion will also help to produce certain 
curvatures in the dorsal area. With this alteration in 
the tone of the diaphragm, there would be an alteration 
in the tone or tensity of the crura of the diaphragm, 
permitting still further spinal curvature and altering 
posture very considerably. As the months pass, there 
may be evidence of malnutrition or faulty assimilation 
because the stresses through the fascia and through the 
dural membranes continue from sacrum throughout 
the cranium, altering stresses about the hypothalmus 
responsible for assimilation. These same stresses may 
be responsible for cardiac symptoms and glandular 
changes. 

An individual with many of these vague symp- 
toms, not even sufficiently severe to receive his own 
attention, may possibly receive a blow upon the lower 
jaw in a fall or maybe during strenuous play. Such a 
jar may carry its forces directly through the base of 
the skull and further deviate the stress about the al- 
ready asymmetrical sella turcica because of effects of 
subclinical trauma sustained during delivery or before. 
Interference with the activity of the pituitary gland is 
therefore increased. 

The physician should consider carefully the child 
of 2% or 3 years who is walking with a decided wob- 
ble, has marked lordosis, pot belly, sagging shoulders, 
and is having to wave his hands a little for balance; 
one that is growing up with a forehead appearing to 
grow increasingly narrow, but an otherwise well-shaped 
head, long in its anteroposterior diameter and a little 
wider through the parietal area, in proportion to this 
narrow frontal state. Growth continues with interfer- 
ence to the development of the frontal bone, as well as 
to the ethmoidal sinuses, the sella turcica, the tentorial 
notch, and so on. Thus, even if obvious physical and 
mental conditions are by-passed, the pattern in such a 
case is laid during early childhood for a lifetime of 
sinus conditions and other difficulties. The child with 
the narrow forehead and posture as described, who has 
baby pictures of a nice round face and a sufficiently 
wide forehead, should cause any conscientious osteo- 
pathic physician to plan the management of the case 
so as to prevent this gradual change of faulty growth 
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and structural posture with its unavoidable conse- 
quences. 

Much can be done to relieve the unnatural stresses 
described above by reducing the tension at the cranio- 
vertebral junction and correcting its causes. The addi- 
tion of cranial technic makes this task simpler, a little 
faster, and more complete, but without it or with only 
a slight knowledge of it a vast amount can be done for 
the child. If the need for this early care could but be 
realized, sinus trouble as well as many other disabili- 
ties of later life could be avoided. This same reasoning 
applies to conditions of the eyes and to some of the 
great variety of headaches, as well as many of the con- 
vulsive disorders. 


Summary 


The original cause or most frequent predisposing 
factor of physical and mental disturbances herein de- 
scribed and occurring throughout life is structural mal- 
alignment, resulting from birth trauma, which inter- 
feres with subsequent development. It is understand- 
able that the same factor may be responsible for any one 
or more of these conditions. Too frequently when one 
serious defect is recognized, the case is pronounced 
hopeless and, instead of preventing the development of 
further symptoms and reducing those already existing 
by removing the common cause, nothing is done and 
the case becomes more involved. Should the urgency 
of treatment be understood sufficiently early and the 


hopeless prognosis withheld until adequate effort to 
normalize structure has been made, there would be 
fewer hardships to be endured by many families. 

The troublesome seeds that are sown during de- 
velopment in infancy or early childhood and worried 
over by no one other than the mother are forgotten 
and seldom rediscovered when symptoms in later life 
demand attention. An individual may have target after 
target removed, but the cause firing its trouble remains. 
How much better it is when the physician understands 
the original cause of abnormal stresses which lead to 
deviations in structure and in function. The physician 
who is able to recognize these deviations and able to 
make the necessary corrections intelligently at the very 
first sign of slight difficulty, often years before serious 
symptoms could be manifested, while the child under 
care is still in the developing or growing stage, will 
turn the trouble of today into the triumph of tomorrow. 

920 N. 63rd St. 
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The effects of TOLBUTAMIDE 
on BETA CELL function* 


THEODORE GREENBURG, D.O. 
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Los Angeles, California 


I. THE SEARCH for an improved treatment 
for diabetes, interest has recently been focused on the 
therapeutic use of tolbutamide. Our experience with 
tolbutamide at the Los Angeles County Osteopathic 
Hospital has suggested that in some cases the effective- 
ness of this drug may be impaired by a functional ex- 
haustion of the insulin-producing cells. In order to 
elucidate this phenomenon, and in preparation for ex- 
perimental research, the literature on beta cell function, 
especially as affected by possible insulin substitutes, 
has been reviewed. The essence of the problem is sum- 
marized in this paper. 

*This work has been supported by the Attending Staff Association, 
Los Angeles County Osteopathic Hospital. 

+Dr. Greenburg is clinical professor and co-executive of the Depart- 
ment of General Medicine, and Dr. Baker is clinical instructor in gen- 
eral medicine, at the College of Osteopathic Physicians and Surgeons, 
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pathic Hospital. 
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In 1942 it was observed that typhoid fever patients 
undergoing investigative treatment with 2254RP, a 
sulfonamide, displayed clinical symptoms resembling 
those of hypoglycemia.’ These observations led to fur- 
ther study with the resultant hypothesis that sulfona- 
mide derivatives are pancreatotropic, acting upon the 
islands of Langerhans and promoting the secretion of 
insulin.? This suggested the possibility that the sulfo- 
nylureas could be utilized as a substitute for insulin in 
the treatment of diabetes. Both carbutamide (BZ55) 
and tolbutamide (D680, or Orinase) have been subject- 
ed to extensive experimental and clinical research in 
an effort to determine whether they are equal to insulin 
in their metabolic action and if they lack serious side 
effects. Because of its relative freedom from side ef- 
fects it appears that tolbutamide is the more desirable 
of the two compounds.*® 

Studies of the structure of the pancreas have led 
to the conclusion that the islands of Langerhans are 
composed of four different types of cells: alpha, beta, 
a third type (thought to be a precursor of the alpha 
cell), and delta.*® It is generally agreed that the beta 
granules contain either insulin or an insulin precur- 
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sor,'°* and there is evidence that the amount of insulin 
present in the pancreas is dependent upon both the 
quantity of the beta cells present and the density of 
their granula.?® 

This insulin, when released by the beta cell under 
the stimulus of hyperglycemia, flows into the pancreatic 
vein.1* After degranulation has occurred and the beta 
cells have given up (or caused to be given up) insulin, 
there rises the question of regranulation limits. It is 
in this area that apparent differences in effects are 
encountered between experimental animals and hu- 
mans.’ If a severe diabetic condition is maintained 
for more than 4 weeks, a marked hydropic degenera- 
tion of many beta cells is observed. If the diabetes 
slowly disappears, the formerly enlarged and degranu- 
lated beta cells regain their normal size and appearance, 
but the severely hydropic beta cells do not recover. 
This topic will be pursued further in relation to the 
effects of the sulfonylureas on beta cell function. 

German** workers seemed to have found in car- 
butamide (BZ55) an adequate insulin substitute. Dur- 
ing this same period tolbutamide was shown to be 
hypoglycemic but it did not possess the bacteriostatic 
properties of carbutamide.’® 

Various investigations followed and the results of 
these studies will be briefly summarized in order of 
their publication. The number of studies published in 
the past 3 years confuses the time factor to some extent. 

Kirkley and coworkers" reported that carbutamide 
and related compounds will lower blood sugar in nor- 
mal animals and in normal and diabetic humans. Ex- 
perimentally it was shown that endogenous (or exo- 
genous) insulin must be present for the hypoglycemic 
effect to occur. Sensitivity reactions, although infre- 
quent, were reported. 

In another study** good results were found with 
carbutamide and tolbutamide in 50 per cent of the cases 
in which treatment was attempted. No supplementary 
insulin was used. The “good” responses were noted in 
patients who were over age 40, were endomorphic, re- 
quired less than 30 units of insulin per day, had dia- 
betes less than 5 years with insulin therapy for less 
than 1 year, and did not have severe diabetic complica- 
tions. A few minor side effects were noted and sul- 
fonamides were contraindicated in situations of severe 
stress or in acidosis resulting from decreased effective- 
ness of the therapy. In a companion study’® the general 
and specific toxicity of the sulfonylureas on rats was 
investigated. It was found that the multiple processes 
involved in growth were not affected by the substances, 
that pancreatic islet changes did not occur (this is in 
contrast to the findings of German workers), and that 
the sulfonylureas exert multiple effects upon carbohy- 
drate metabolism. It was noted that an equal hypo- 
glycemic effect was produced by tolbutamide in intact, 
nephrectomized, hypophysectomized, and _hepatecto- 
mized rats. Adrenalectomy increased its effectiveness 
while pancreatectomy abolished it. 


In one study”® patients with the same diagnosis 
responded in different ways to treatment with sulfona- 
mides. For example, one “severe” diabetic had a sig- 
nificant increase in glycosuria during treatment with a 
sulfonamide while another “severe” diabetic had no 
demonstrable effect. 


Mirsky, Diengott, and Dolger?* reported success 
with tolbutamide in 34 of 44 cases. The 10 patients 
who did not respond significantly to the treatment had 
developed the metabolic disorder prior to age 20. Their 
data supports the hypothesis of insulin insufficiency in 
approximately 75 per cent of patients with diabetes 
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mellitus. Because of an increase in the rate of destruc- 
tion of insulin by the tissues, tolbutamide acts as an 
inhibitor of endogenous insulin destruction with a con- 
sequent increase in the availability of insulin and a re- 
sultant hypoglemia. 

It was reported that carbutamide caused selective 
damage to part of the alpha cells of the insular tissue.” 
At the same time no degenerative changes were ob- 
served in the beta cells and in the exocrine parenchyma. 
It was postulated that the depression of blood sugar 
levels by carbutamide administration were related to 
suppression and partial inhibition of glycogen produc- 
tion. Results such as these led to a number of inde- 
pendent investigations into the toxicity of the sulfo- 
nylureas. 

The following will review the literature on toxicity 
and will be followed by a section on the mechanism of 
action of the sulfonylureas. 

Achelis?* summed up the findings in Germany con- 
cerning approximately 300,000 patients. He stated that 
under careful clinical control there had been no sign of 
toxicity over a long term (some of their patients had 
been under observation for 21%4 years). However, he 
referred to allergic reactions in approximately 2 per 
cent of cases. 

Craig and Miller** presented a comparison of the 
toxic effects of carbutamide and tolbutamide. It was 
noted in approximately 7,200 cases treated with each 
drug that blood changes were observed in 67 carbuta- 
mide patients and 13 tolbutamide patients, skin changes 
in 109 with carbutamide and 67 with tolbutamide, ex- 
foliative dermatitis in 6 carbutamide patients and in no 
tolbutamide patients, drug fever in 79 with carbutamide 
and none with tolbutamide, and finally, 8 fatalities were 
recorded for carbutamide to only 1 for tolbultamide. 
It would appear that while similar toxic effects are 
observed they are less common under tolbutamide treat- 
ment. 

In another study*® on the effects of tolbutamide on 
the kidney, liver, and peripheral tissues in dogs and 
humans it was noted that, while tolbutamide caused im- 
paired liver function in the dog, no such statement 
could be made of its effect on humans. The investi- 
gators concluded that the action of the hypoglycemic 
sulfonylureas was complex and that results obtained 
in one species could not be assumed to be valid in an- 
other. 

Untoward effects were reported in 9.2 per cent of 
279 patients, with skin rash, nausea, and jaundice being 
the most prevalent.?° 

One report?’ noted that long term use of carbuta- 
mide in doses of 2.0 grams or more is associated with 
alterations in thyroid function. 

Dolger,?® in a report of 500 cases of diabetes 
treated over a period of 1 year with tolbutamide, men- 
tions only a few minor side reactions. In his series 
there was no record of any toxic reactions involving 
the hematopoietic, hepatic, renal, or cardiovascular 
systems. 

It appears that there is general agreement that of 
the sulfonylureas, tolbutamide is the least toxic. Car- 
butamide, because of the incidence of side effects, has 
been withdrawn from therapeutic use in this country. 

Thus the serious limiting factor for tolbutamide 
is not its toxic effect, but rather its effect on the mech- 
anism of action related to insulin extractable from the 
pancreas. The mechanism of action of tolbutamide has 
received careful study but there has been, to date, no 
conclusive evidence which indicates a site or a mech- 
anism of action. There appear to be at least three dif- 
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ferent theories on the site of action alone: (1) that the 
sulfonylureas act on the liver; (2) that they act on the 
alpha cells; and (3) that they act on the beta cells. 
The latter theory is most closely related to the present 
study and has received the greatest support in the lit- 
erature. The early observation that the alpha cells were 
damaged and that the glycogen secretion was affected 
has been largely discounted. 

Investigations that indicate the liver as the main 
site of action generally put forth the following material. 

Ricketts, Wildberger, and Schmid,”® in an investi- 
gation using totally depancreatized dogs, suggested the 
preponderance of available evidence indicates that, ex- 
cept for hypoglycemia and glycogen storage, the known 
effects of insulin are not duplicated by sulfonamide 
therapy. They further suggest that the lowering of 
blood sugar observed in the experiments is attributable 
to tissue effects, probably in the liver, rather than to 
potentiation of injected insulin. 

A synthesis of viewpoints was presented®° when it 
was stated that, if the action of tolbutamide is mediated 
by insulin release or potentiation, its metabolic effects 
should be exactly the same. They are not. Tolbutamide 
does not improve glucose tolerance, does not accelerate 
glucose oxidation and does not increase pyruvate for- 
mation. Also, its effectiveness disappears during glu- 
cose absorption. This report*® suggests that tolbuta- 
mide principally influences the output of glucose by the 
liver. 

One group of investigators*’ concluded that the 
main hypoglycemic effects of the arylsulfonylureas are 
centralized in the liver and that the drugs have no de- 
tectable effect on the peripheral utilization of glucose. 
These observations point out that the drugs do not act 
as substitutes for insulin. 

Levine and Sobel,*? while studying the mechanism 
of action, pointed out that additional hepatic effect of 
the drugs was suggested inasmuch as there was a dif- 
ference in rate of fructose and glucose transformation 
under the influence of the drugs and that there was an 
insulin-potentiating effect in depancreatinized animals 
given large doses of the drugs. The majority of their 
evidence indicated beta cell function, however. 

A concept of action that attributed some of the 
hypoglycemic effect to the enhancement of the action of 
endogenous insulin on the liver without a similar pro- 
portional effect on peripheral insulin activity was made 
by one investigator.** 

Two groups***® concluded that the gross mech- 
anism of tolbutamide hypoglycemia appeared to be 
hepatic and seemed to produce its effect by decreasing 
the hepatic glucose output. 

It is felt that Renold and associates** made a 
cogent observation when they reported that they have 
failed to find evidence suggesting the increased periph- 
eral utilization of glucose or the increased secretion of 
insulin in man as a result of tolbutamide action. They 
recognize the evidence which points out this effect in 
animal studies but they feel that the major argument 
for this hypothesis in man is the observation that pan- 
createctomized patients and juvenile diabetics fail to 
respond to sulfonylurea administration. 

The observation that pancreatectomized humans 
and juvenile diabetics did not respond to treatment 
with the sulfonylureas led to the assumption that the 
pancreas was the site of action for the drug. It was 
known that insulin was found in the islands of Langer- 
hans and so the investigations seemed to center around 
this area. 

Some of the evidence in favor of beta cell activity 
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theory are introduced in the following paragraphs. The 
reader should remember that, although the preponder- 
ance of evidence supports this viewpoint, there is more 
than a reasonable doubt as to its absolute accuracy. 

The development of staining technics for the ob- 
servation of degranulation and regranulation of the 
beta cell have provided a point of reference for many 
studies. The degranulation of the beta cells in various 
animals was noted in many of the earlier histologic 
studies on the effects of the sulfonylureas. 

Observations such as those made by Gomori, 
Friedman, and Caldwell*’ that, following a rapid rise 
in blood sugar there is a transitory partial degranula- 
tion of the beta cells, led to the belief that blood sugar 
changes after the administration of a sulfonylurea 
caused changes in the beta cells. 

It was also noted in some preliminary experi- 
ments*? that the sulfonylureas would depress blood 
sugar in the presence of the pancreas even in the ab- 


_sence of the liver. They point out the problem of a 


lack of “‘insulinlike” effects of the sulfonylureas. 

Loubatiéres** concluded from animal experiments 
that the acute administration of the sulfonamides acts 
primarily on the beta cells to cause liberation of endo- 
genous insulin; also, chronic administration can cause 
the formation of new beta cells. With reference to the 
human diabetic the picture changes somewhat. He be- 
lieves that the same general mechanism is used but 
does not exclude the possibility of other modes of 
action. 

Levine and Sobel*? provided conclusions in favor 
of the pancreatic site of action by sulfonylureas. They 
are: 

1. Ineffectiveness in pancreatectomized animals 
and humans 

2. Ineffectiveness in eviscerated animals 

3. Cross-circulation data evidencing presence of 
an insulin-like substance 

4. Hypoglycemic response in hepatectomized ani- 
mals 

5. Correlation of effectiveness in humans with the 
insulin content of the pancreas 

6. Hypoglycemic response with small doses inject- 
ed into the pancreatic artery 

7. Histologic changes in beta cells suggesting 
atrophic or stimulating effect 

8. Ineffectiveness in completely alloxanized ani- 
mals with definite hypoglycemic response in partially 
alloxanized animals 

9. Ineffectiveness in juvenile diabetes and in some 
unstable adult diabetics 

10. Demonstration of some of the metabolic phe- 
nomena known to follow the injection of insulin. 

Conclusive evidence of the effects of the sulfony- 
lureas upon the beta cells is still in short supply. 
Bander** studied the effects and reported that tolbuta- 
mide neither destroys beta cells nor brings about a 
state of exhaustion of these cells. His rats showed nor- 
mal granulation within 2 to 12 weeks after total de- 
granulation. Regranulation of the beta cells was dem- 
onstrated by other earlier investigators’””® as well. 


Summary and conclusions 


It appears that a dearth of information will exist 
in this area until: (1) the mechanism of the action of 
sulfonylureas is clarified; and (2) the circumstances 
surrounding the degeneration-regeneration of the beta 
cell are investigated thoroughly. 

From a clinical standpoint there is little doubt of 
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the hypogtycemic activity of the sulfonylureas. Al- 
though there is no satisfactory method available for the 
determination of beta cell function at the present time, 
a preponderance of investigators regard the islet beta 
cells as the site of tolbutamide activity. 

It is thought that the investigations stimulated by 
this new drug will do much to enhance the existent 
knowledge of metabolic disorders, particularly diabetes 
mellitus. 
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comparatively recent past when hope and palliation were 
all that the physician could offer, the modern therapist 
has at his disposal an ever-increasing array of specific or 
quasispecific agents. His attitude toward them, his pro- 
fessional knowledge and integrity, his philosophy—all of 
these will determine whether, in the final analysis, he 
will apply them so as to assure the full realization of 
their beneficent potentialities while minimizing the 
chances of harm, present or remote. He must always 
bear in mind the fact that even good medicine is at best 
the lesser of two evils. ... 

We shall continue to experiment and try new drugs; 
therapeutic miracles will follow one another at an in- 
creasing rate. Will we pay too high a price for this 
progress? Will we sacrifice human beings unnecessarily ? 
The answer depends on the medical profession as a whole 
and, even more important, on the individual physician. 
“Man is a prober and a meddler, and in this, so long as 
he holds true to his own gifts, he will not stop.” Among 
the physician’s gifts must be the ability to grasp broad 
concepts, to reflect and ponder, to advance from the first 
learnings to new, more complete knowledge and under- 
standing.—Jesse D. Rising, M.D., Postgraduate Medicine, 
September 1958. 
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WHIPLASH INJURIES 


of the cervical spine unassociated 


with fracture or neurologic symptoms* 


JAMES C. BOLIN, JR., D.O. 


Houston, Texas 


\ V ass INJURIES to the cervical spine 


have become very common. In the past year, 139 cases 
have been seen in the Orthopedic Department of Com- 
munity Hospitals. A recent survey by the Houston 
Safety Department showed that when a car stalls on a 
freeway, an accident would occur within 3 minutes. 
Ninety per cent of these accidents produce whiplash in- 
juries to the cervical spine. 


It is well known that persistent symptoms and de- 
layed sequelae may result despite relatively negative 
multiple-position roentgenographic studies. It is my 
purpose to suggest a method of magnifying the find- 
ings and extending the roentgenographic examinations 
so that disability can be recognized and treated in the 
obscure and apparently minor cases. The patient can 
be more accurately apprised of the length of treatment 
necessary and have the use of somewhat more drastic 
procedures explained to him. Certainly then he will not 
be surprised if symptoms persist when he has refused 
adequate treatment. Court testimony can be more ac- 
curate as to treatment and to percentage of disability. 


Normally the cervical spine shows lordotic curva- 
ture. Lines drawn parallel to the posterior borders of 
the cervical vertebral bodies show rather progressive 
angulations proceeding in one direction. In this series 
extensions of these lines were drawn at the bottom of 
the films so that the angles were magnified and small 
changes became prominent. It was found that lack of 
change or reversal of direction of change was almost 
universally indicative of a significant pathologic condi- 
tion. Six views of the cervical spine are routine in this 
hospital. In the type of injury under study in this se- 
ries, views of the neutral and flexed positions of the 
neck were taken. With a wax pencil, points were 
marked on the lower anterior borders of the second 
and seventh cervical vertebral bodies. The two lateral 
films were superimposed so that the seventh cervical 
vertebra in each picture exactly covered each other; 
than a third pencil mark was made, representing the 
lower anterior border of the second cervical vertebral 
body, on the underlying film. The base of a protractor 
was placed along the two posterior points, and the leg 
of the protractor passing closest to the anterior point 
indicated the angulation. The x-ray findings in these 
cases were entirely negative, except for some combina- 
tion of three abnormalities, namely : 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, St. Louis, October 29, 1957. 
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1. General loss of normal lordotic curvature 
(straightening). 

2. Reversal of curvature at one or more points. 

3. Failure of progression of curvature in some 
portion of the spine. 

Normally, in the flexed position, the cervical bodies 
glide forward upon each other with a corresponding 
change in position of the posterior margins. There is a 
posterior shifting of the nucleus pulposus so that the 
intervertebral spaces become narrowed anteriorly and 
the intervertebral foramina become relatively large. 

When the neck is thrown into extension, stress is 
exerted on the anterior longitudinal ligament. The nu- 
cleus pulposus shifts forward so there is relative nar- 
rowing of the intervertebral space posteriorly, greater 
pressure on the apophysial articulation, and narrowing 
of the intervertebral foramina. Epstein! states that the 
cervical nerves occupy 20 to 25 per cent of the avail- 
able area in their respective intervertebral foramina. 
Thus, it becomes easy to understand the type of injury 
that occurs in a hyperextension whiplash injury. Any 
or a combination of the following are most likely. 


1. Tearing or stretching of the anterior longitudi- 
nal ligaments and annulus fibrosus, possibly associated 
with hemorrhage and edema. 

2. Damage to the intervertebral disk. 

3. Damage to the apophysial articulation. 

4. Narrowing of the intervertebral foramina with 
consequent nerve root damage. - 

Persisting or late appearing disability, then, is 
caused by: 


1. Scar tissue formation and relaxation of liga- 
ments with consequent joint instability. 

2. Hemorrhage favoring spur formation at the ar- 
ticular margins. 

3. Damage and degenerative softening of the in- 
tervertebral disk with a later thinning of the disk. 

4. Marginal spurs so placed that pressure is exert- 
ed on the cord and nerve roots. 

5. Traumatic arthritic change in the intervertebral 
apophysis. 

In this series there were 139 patients with symp- 
toms regardless of whether roentgenographic findings 
were negative or positive. The total group was divided 
into x-ray positive and x-ray negative groups with age 
subgrouping. 

Fifty patients were contacted by telephone and 
progress was noted as follows: 
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No 
Recovered Improved Improvement 
Negative x-rays 17 (70%) 0 
Positive x-rays 7 (27%) 3 16 


The total number of weeks of treatment for x-ray- 
negative cases with complete recovery, divided by the 
number of cases, gave an average treatment time of 6.5 
weeks. The total number of weeks of treatment for 
x-ray-positive cases with complete recovery averaged 
10.1 weeks. It was found that the recovered and im- 
proved patients in the x-ray positive group were the 
ones who had received traction, immobilization, and 
physiotherapy—10 cases. The remaining 16 cases re- 
ceived one of the following types of treatment : 

1. Traction and physiotherapy 

2. Manipulation only 

3. Physiotherapy only 

4 Traction only 
Of the negative x-ray group contacted, those who re- 
covered completely received : 

1. Physiotherapy only (4 cases) 

2. Traction and manipulation (5 cases) 

3. Traction, immobilization, and manipulation (1 
case) 

4. Traction and physiotherapy (4 cases) 

5. Manipulation only (1 case) 

6. Traction only (2 cases) 

It is interesting to note that many of the patients 
with positive x-ray findings who were dismissed by 
their own doctors are now still under the treatment of 
orthopedic specialists. Of the nonrecoveries in the 
x-ray-negative group, treatment consisted of : 

1. Traction and manipulation (1 case) 

2. Physiotherapy alone (3 cases) 

3. Physiotherapy and immobilization (1 case) 

4. Traction and physiotherapy (2 cases) 


Fig. | 
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The cause of nonrecovery is considered to be inade- 
quate treatment. 

The average angle of flexion was measured in all 
age groups for the x-ray negative and x-ray positive 
patients with the following findings : 

Age group up to 30 years: 

Negative x-rays—26.0 degrees 
Positive x-rays—22.7 degrees 
Age group 31 to 45 years: 
Negative x-rays—26.0 degrees 
Positive x-rays—15.2 degrees 
Age group 46 to 60 years: 
Negative x-rays—20.7 degrees 
Positive x-rays—10.0 degrees 
Note that the angle is smaller in the x-ray positive 
group and that it decreases much more rapidly as the 
age of the patient increases. This suggested to me that 
the older patients suffered more severe disability from 
the same degree of injury, because degenerative 
changes had weakened the cervical spine. It follows 
that patients with residual disability in this area from 
any cause are more susceptible to a whiplash injury. 

In considering the general appearance of the roent- 
genograms, straightening of the cervical spine was not- 
ed. In the age group up to 30 years, in 28 cases show- 
ing no reversal of curvature, only one showed reduced 
lordotic curvature which could be designated as 
straightening of the cervical spine (Figs. 1, 2, 3, and 
4). This represents 3.5 per cent. In the age group of 
31 to 45 years, one case out of 21 showed straighten- 
ing of the spine, or 4.7 per cent. In those with reversal 
of curvature, in the age group up to 30 years, 12 out of 
17 cases had straightening of the spine (70 per cent) 
and in the age group 31 to 45 years, 17 out of 21 cases 
(80 per cent) revealed straightening of the spine. This 
indicated that most cervical spines showing the classical 


Fig. 2 


Figs. | and 2. This patient was a 15- 
year-old white girl, whose first roentgeno- 
graphic examination took place on Janu- 
ary 26, 1957. These views of the cervical 
spine show no evidence of compression 
fracture of the cervical vertebrae. The 
intervertebral disks are normal in width. 
There is a slight reversal of curvature at 
the interval between the fifth and sixth 
vertebrae, suggestive of slight subluxa- 
tion. In the neutral position, the cervical 

spine shows some straightening. R 
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finding of straightening will also present reversal of 
the curvature if carefully evaluated (Figs. 5, 6, and 7). 

In evaluating this series, a questionnaire was sent 
to every physician who had a patient with a whiplash 
injury in whom roentgenograms were taken. This 
questionnaire included: 


Please Complete and Return 
To: J. C. Bolin, Jr., D.O. Age 
Community Hospital Occupation ................. 


History : 
1. Chief complaint : 
2. Occurrence (How was accident sustained) 
3. Was pain noticed immediately ? 
4. Did it radiate? 
a. Arms—Left........ Right........ 
b. Headache 
c. Numbness or 
Tube Test) 
. Completely disabled? 
. Date of first treatment ? 
. Date of last treatment? 
. Date of return to work? 
Examination : 
1. Limitation of motion of cervical area 
2. Reflexes 
a. Biceps 
b. Triceps 
c. Radial 
d. Ulna 
3. Muscle atrophy 
4. Diminished sensation 
a. Eye ground studies 
. Pupil reaction 
. Distribution of radiating pain 
Treatment : 
1. Brief Outline 
a. Traction 
b. Physiotherapy 
Diathermy 
Cervical traction 
Hot packs 
Manipulation 
Condition at last treatment? 


tingling—Temperature (Test 
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Figs. 3 and 4. These views, taken on Jan- 
uary 31, 1957, are of the same patient 
described under Figures | and 2. In both 
the neutral and flexed positions of the 
cervical spine, the reversal at the fifth 
and sixth vertebral junction has disap- 
peared. There is a slight increase in abil- 
ity to extend the neck, and the normal 
lordotic curvature has reappeared. 


Findings revealed that the symptoms fell into a 
rather set pattern: headache, decreased movement of 
the cervical area as a result of spasm of the cervical and 
trapezius muscles, and pain radiating to the left or right 
shoulders. There was no evidence of diminished re- 
flexes, thermal changes, or decreased sensation unless a 
cervical disk lesion existed. From this study it is my 
present belief that there is a definite relationship of re- 
versal of curvature and reduced angulation on the 
x-rays and severity of injury to duration of treatment 
and percentage of disability clinically. 


In October 1956, an orthopedist, Thomas T. Mc- 
Grath, D.O., Kansas City, and two radiologists, John 
W. Tedrick, D.O., Denver, and Hervey S. Scott, D.O., 
Kansas City, were consulted concerning this study. 
Various suggestions were made for verification of re- 
sults noted until that date. One of these was to take 
one group of x-rays, then have the patient move about, 
take the neck through its full range of motion, and 
then take additional views. This was done and the find- 
ings of reversal persisted. In obtaining the lateral neu- 
tral view, the patient was told to stand in a neutral 
erect position with the eyes looking straight forward to 
a point on the wall located at eye level. The neck was 
then placed in greatest amount of flexion and lateral 
views again taken. 

I have found that after several days in constant 5- 
pound traction, the reversal will in most cases disap- 
pear (Figs. 8, 9, 10, and 11). This reversal has been 
the cue for removing traction and allowing the patient 
to ambulate with a Schantz collar. Further, it has been 
found that this reversal will not disappear unless trac- 
tion is applied. The greatest percentage of whiplash 
injuries occurring in the congested areas of Houston 
are extension in nature, rather than flexion; it is known 
that the stress of extension leads to far more damage 
than that of flexion. In dealing with a patient with 
this type of injury, hopeful optimism must be main- 
tained and care must be taken to avoid the error of 
placing a psychologic barrier before him. 


As the late Dr. Troy McHenry pointed out,? “The 
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Figs. 5, 6, and 7. This patient, a white woman aged 40, was ex- 
amined roentgenographically on January 26, 1957. In these views 
of the cervical spine, there is no evidence of compression fracture 
or of thinning of an intervertebral disk. Oblique views show no de- 


attending physician, although warning the patient of a 
slow recovery rate in the more serious types, must, 
however, exhibit an optimistic attitude. Bizarre symp- 
toms and manifestations are always an indication of a 
slow psychologic recovery.” 

This paper is not considered to be conclusive, but 
is rather a preliminary report on a survey of 139 whip- 
lash injuries. This study will continue and will not be 
considered complete until several hundred cases have 


been evaluated. 
1315 Holland Ave. 
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Fig. 7 


fects in the pedicles. The flexed and neutral positions show reduced 
angulation. At the interval of the fifth and sixth vertebrae, there 
is a slight reversal of curvature which suggests slight subluxation. 


Discussion 


Leonarp C. Nace, D.O., F.A.C.O.S., Warrens- 
ville Heights, Ohio: This paper is an excellent presen- 
tation of the subject, especially of the statistical rela- 
tionship of age and type of lesion found at x-ray to 
treatment employed and results obtained. This condi- 
tion only recently has received the attention that it de- 
serves; it occurs so frequently and causes so much 
chronic disability that it merits our closest attention. I 
am in complete agreement with the author’s statements 
and believe they furnish excellent criteria to follow in 
the management of these cases. 

I have been much interested in the work of Borea- 
dis and Gershon-Cohen’ who presented their findings 
relative to Luschka joints of the cervical spine. These 
joints are small synovial articulations situated between 
the five lower cervical vertebrae. They are located an- 
teromedially to the nerve root and posteromedially to 
the vertebral artery, veins, and sympathetics as they 
pass through the intervertebral foramina. 

As true synovial joints, the Luschka joints are sub- 
ject to the disease common to such joints. Their prox- 
imity to nerve roots, sympathetic fibers, vessels, liga- 
ments, and disks results in early manifestation of dis- 
ease even when only the synovial membrane is in- 
volved. Injury to these joints without demonstrable 
x-ray findings of bone or joint irregularities may very 
well take place in just such injuries to the cervical 
spine as are produced by whiplash. This, then, may 
produce through the sympathetic system a reflex ische- 
mia which could very well explain the various myalgias, 
myelopathies, and sympatheticalgias associated with 
cervical trauma. This reflex ischemia would account 
for the disproportions between the slight osteoarticular 
lesion and the seriously painful consequences. 

Many patients, because of the extensive painful 
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manifestations, developed serious anxiety with an asso- 
ciated feeling of inadequacy. In some instances, a defi- 
nite form of conversion neurosis becomes superimposed 
upon the original traumatic state. 


Figs. 9, 10, and II. These views are of the patient described under 
Figure 8, taken on December 27, 1957. Slight reversal at the inter- 
val of the fifth and sixth vertebrae is still evident, and some 
straightening is visible in the neutral position of the cervical spine. 
Flexion and extension, however, are greatly improved. The angle 


Fig. 8. This patient was a 1!3-year-old white girl. In a roentgeno- 
gram taken on December 26, 1957, the cervical spine shows no evi- 
dence of fracture of the vertebral bodies or thinning of the inter- 
vertebral disks. Spi pr s were negative for pathologic 
change; there were no cervical ribs; the intervertebral foramina 
were negative; and oblique views showed no defects in the pedicles, 
A view through the mouth showed normal relationship of the atlas 
and axis. There were, however, significant changes in the cervical 
spine; a reversal of curvature was seen at the interval of the fifth 
and sixth vertebrae. Other roentgenograms showed motility of the 
neck to be reduced (there was a 10 degree angle between the flexed 
and neutral positions and a 15 degree angle between the flexed and 
extended positions of the cervical spine). This study would suggest 
that the cervical spine suffered real damage, and that the prog- 
nosis would be accordingly guarded. In future years, the site of 
damage might be obvious as a thinning of an intervertebral disk 
and/or marginal spurring of the adjacent vertebral bodies. 


In addition to the recommendations of Dr. Bolin, 
I could suggest the early and repeated use of stellate 
ganglion blocks, to try to overcome the immediate ef- 
fects of excessive sympathetic stimulation and prevent 
the development of those ischemic factors which under- 
lie the serious constitutional disorders which may de- 
velop. The early and judicious use of steroids in asso- 
ciation with a muscle relaxant is indicated in the 
handling of these problems. 

I believe the marked increase in the incidence of 
neck, shoulder, and arm pain secondary to whiplash 
injuries to the cervical area calls for more careful 
evaluation of these problems. Dr. Bolin has given us a 


good start in that direction. 
Brentwood Hospital 
4110 Warrensville Center Rd. 
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Luschka joints of cer- 


between the neutral and flexed positions of the cervical spine was 
28 degrees at that date, and the angle between flexion and exten- 
sion was 46 degrees. Twenty-four hours of treatment by traction 
produced a remarkable change. 
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P At the request of THE JouRNAL, the Executive Sec- 
retary has prepared an official statement on the status 
of the A.O.A. Code of Ethics, which was recently re- 
affirmed by the Board of Trustees through its interpre- 
tative action. The interpretation will be found on page 
186 of this issue. Supplementary to these documents is 
“Ethical Standards and Changing Codes,” the editorial 
following Dr. Eveleth’s statement and written fully for 
the information of osteopathic physicians whose expe- 
rience can scarcely be sufficient to acquaint them with 
the place and purpose of professional codes in today’s 
changing society. 


The A.O.A. Code of Ethics and 
its 1958 Interpretation 
TRUE B. EVELETH, D.O. 


EXECUTIVE SECRETARY 
AMERICAN OSTEOPATHIC ASSOCIATION 


The American Osteopathic Association made an 
official interpretation of pertinent sections of its Code 
of Ethics, effective July 1958. Although the A.O.A. 
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Code, as true of all codes of ethics, is a system of 
principles and is written in language more philosophical 
than statutory, it is, nevertheless, inviolable. 

The 1958 interpretation is designed to place em- 
phasis on certain ethical principles rather than to clari- 
fy those principles. The A.O.A. Board of Trustees 
has long held that the meanings of its Code were clear 
and needed no revision. In making this interpretation, 
therefore, there was no intent upon the part of the 
Board to write a set of rules and regulations detailing 
the conduct of practice. The A.O.A. Code presents 
principles of professional ethics as a guide, broad 
enough to permit freedom of action, yet firmly estab- 
lishing boundary lines that physicians motivated by 
standards and guided by them will not cross. While it 
may be legal to perform an act not prohibited by 
statute, violation of an ethical principle is the violation 
of moral law. 

All A.O.A. affiliate bodies to which it is applicable 
are expected to adopt its 1958 interpretation. The 
A.O.A. Code is also the code of its affiliates. Equally 
so, this most recent interpretation. Professional ethics 
demand both uniformity and conformity. Although 
groups within the membership organize to develop 
special interests, they are in no way freed from their 
primary obligation. 

The interpretation does not revise or amend the 
Code of Ethics, but merely restates it, emphasizing its 
importance, its authority, and its officiality. 


Ethical standards and 
a changing code 


It is not news that the osteopathic profession has 
long had (since 1904) a definition of its ethical stand- 
ards. A code of conduct is one hallmark of a profes- 
sion. It is news, however, when emerging problems or 
unresolved issues on difficult matters make it manda- 
tory for a profession to interpret, define, and clarify 
its ethical standards and professional conduct. This 
was done by the American Osteopathic Association at 
its 62nd Annual Convention, July 1958, in Washington, 
D. C., where its Board of Trustees interpreted perti- 
nent sections of the A.O.A. Code. This official inter- 
pretation, to be found on page 186, demands the careful 
study of every osteopathic physician. It was a year in 
the making. 

The interpretation redefines a relationship that is 
undergoing a virtual revolution. Readjustment to the 
osteopathic situation today has become compulsory. 

Young doctors catapulted from medical and intern 
training into the complexities of modern practice must 
understand the history of medical ethics and the prob- 
lems that arise out of their application. 

Medicine has a history of doctor-patient relation- 
ship covering 2,500 years. The ethical standards that 
developed around that relationship are probably the 
oldest of any of the professions. The chief concern of 
physicians has always been with matters of life and 
death—perhaps that fact made doctors more conscious 
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of ethical and moral valucs than many other men. The 
young osteopathic profession became aware almost im- 
mediately of the basic moral problems that confronted 
it and responded within a great tradition of medicine— 
an insistence upon moral standards higher than those 
that obtain in the world at large. 

Modern students of social theory are agreed that a 
moral code is evidence of professionalism and that 
there are basic distinctions between a profession and a 
trade. Within recent years, however, evidence has 
pointed to a seeming breakdown in medical ethics. 
Thoughtful persons both within the professions of 
medicine and of osteopathy and outside of them have 
been dismayed by an apparently widening gap between 
traditional standards and modern conduct. Controver- 
sy has become rampant over such fundamental prob- 
lems of medical practice as prepayment of insurance 
plans, hiring of physicians by institutions, advertising 
(aimed to get patients for institutions under the guise 
of medical care plans, et cetera), and division of fees 
received from patients. The public has begun to won- 
der and older physicians, motivated by the ethics of a 
single practice system, are disturbed: Have physicians 
abandoned their historic position to fight over fees? 

These struggles, however, are essentially jurisdic- 
tional in nature. Many of the people concerned are 
dedicated to medical care. The problems that have 
arisen are not so much ethical as minor economic ad- 
justments. 

Informed critics of the human situation do not 
view the changing scene within the oldest and most 
pre-eminent of the professions as evidence of moral 
turpitude. Infraction of the regulations of an ethical 
code need not necessarily imply that the unchanging 
moral truths upon which the code is based have been 
violated. By its very nature a code of ethics is not un- 
changing. As an application of moral truths, it is in- 
evitable that interpretation of a code must change as 
social and economic factors change, or it can subvert 
the moral truths it is set up to safeguard. Periodic in- 
terpretation of ethical codes is inevitable, not necessarily 
because of inherent defects but because everywhere 
men’s thoughts and lives are being reshuffled—as the 
human situation changes, so must man’s response to it 
change. Professional codes are a mixture of moral 
principles and specific rules of conduct. Medical codes 
involve the relation of the doctor to society; they are 
concerned with his responsibility to his patient and 
finally and most controversial and problem-beset of all 
—the relation of doctor to doctor. 

American medicine began as a system of single 
practice based on a fee for service. Thus it always has 
been highly competitive. Even in a day of doctor short- 
age, medical practice has remained competitive in prin- 
ciple, motivated by sacrosanct requirement of free 
choice of physicians, still held by organized medicine 
as the summum bonum. Under such conditions a pur- 
pose of a code is to protect the doctor by eliminating 
unfair competitors. There is always the irreducible 
minimum of physicians ready to forward themselves 
by tramping alike upon patient and colleague. A code 
can protect the ethical physician only if it is reviewed 
as conditions of competition change. 

Actually, present day unrest among doctors does 
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not stem from a sudden mercenary concern with fees. 
Physicians have not abandoned high standards and 
disinterested motives. The primary factor that has 
rendered medical codes ineffective, and in certain in- 
stances meaningless, is specialization. 

The profession of osteopathy, like that of medi- 
cine, is bedeviled by what has been well termed man’s 
“overweight of knowledge.” Medical knowledge is 
splintered and its practice divided. In osteopathic medi- 
cine there are twelve organized specialties; more are 
coming to the fore, and the number of subspecialties 
is mounting. A profession that once prided itself on 
its unity of approach to the problems of health and 
disease finds itself already largely broken into specialty 
points of view. 

Specialties made the shift from the single to the 
multiple practice arrangement inevitable. Out of the 
shift has come a twofold dilemma, division of responsi- 
bility for the patient and division of fees from the pa- 
tient. 

Division of fees has a long history. It began as a 
system of secret rebates to the referring doctor from 
the operating surgeon, who as a specialist was paid 
more for his specialized knowledge. Such a division 
of fees has long been forbidden by medical codes. Fee- 
splitting victimizes the patient. 

Fee-splitting has a fellow traveler—‘ghost sur- 
gery.” Ghost surgery, although not as prevalent, is 
patently a more vicious practice than division of fees. 
Actually it is a form of division of fees with responsi- 
bility for the patient not identified. Ghost surgery is 
little less than the acting of a lie, and it is a violation 
of every basic principle governing good medical care. 
Once fee-splitting is condoned, the step to ghost sur- 
gery is made easier. If one ethical standard is broken, 
it becomes easier to break another. This has been 
proved in communities where unethical practices be- 
came so common as to engulf entire institutions. 

The osteopathic profession has taken no holier- 
than-thou attitude in the serious matter of ethical 
standards. Within recent years the Code of Ethics of 
the American Osteopathic Association has been care- 
fully restudied to make certain that its principles were 
applicable to modern-day practice. The first current 
step was taken in 1956. The Code was re-edited to 
simplify sentence construction and clarify its semantics. 
A second step was the preparation of a Guide for Ad- 
ministrative Procedure. This was to help members 
called upon to administer the Code locally. The Guide 
was published in the January 1957 issue of THE Jour- 
NAL. Reprints are still available upon request. A third 
step in restudy of the Code consisted of a series of 
twelve short articles on the meaning of ethical staud- 
ards as applied to the osteopathic profession. The ar- 
ticles appeared first in THe Forum for July, August, 
and September 1957, and were continued in the De- 
cember 1957 JourNAL and concluded in its August 
1958 issue. An official statement of the A.O.A. Com- 
mittee on Ethics and Censorship, the articles presented 
the positive meanings of ethical practices in everyday 
experience. They should be studied by all D.O.’s. A 
limited number of copies are available upon request. 

The American College of Osteopathic Surgeons 
has long been deeply concerned with educational, insti- 
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tutional, and ethical standards. No specialists are so 
strongly pressured to violate ethical standards than are 
surgeons, and no violations can be more deeply de- 
structive. Although the College from its beginnings 
necessarily has subscribed to the A.O.A. Code, it felt 
the need of a code specifically referring to the ethical 
problems of surgical practice. After a 2-year period of 
study and examination, the College in 1952 adopted a 
code of ethics of its own. 

In unequivocal language its code opposes: the se- 
cret division of a fee between two physicians, the 
hidden identity of the operating surgeon, and the com- 
pensation of a referring physician for “assistance” at 
an operation in an amount inconsistent with the service 
rendered, the fact and the amount being unknown to 
the patient. 

Other specialty colleges followed suit in adopting 
codes. However, regulations and rulings meant to 
clarify served to confuse. The College of Surgeons 


recognized the growing confusion and in December 


1957 called upon the A.O.A. Board of Trustees to at- 
tack the problem of the application of ethical standards 
and multiple practice. 

Another group of osteopathic physicians deeply 
concerned with the specific problems that have devel- 
oped from the amazing changes in character of medical 
practice is the American College of General Practi- 
tioners in Osteopathic Medicine and Surgery. More 
than any other group, its members are affected by the 
economic adjustments incident to practice revolution. 
More than any other group, general practitioners refer 
patients to specialists and especially to surgeons. 

The A.C.G.P.O.M.S. has been deeply troubled by 
the changing relationship among doctors. Its officers 
have been aware of the complexities of modern practice 
(the rise of specialties and the changing economic pat- 
terns) that place their members under duress—often to 
make their position misunderstood. Members of the 
College, as is true of all affiliated A.O.A. bodies, are 
called upon to adhere to the A.O.A. Code. In their re- 
lationship to members of the College of Osteopathic 
Surgeons, members of the College of General Practi- 
tioners have been put in a position to be bound by the 
A.C.O.S. code. Some claimed that the A.O.A. Code 
and the A.C.O.S. code were at variance. Among gen- 
eral practitioners, the question became one not only of 


- overlapping of fields of authority in ethical standards, 


but also one of determining where authority lay. 

A.O.A. definition of ethical practice is historic. 
The Code needed, in the light of present complexities, 
to spell out ethically how to divide responsibility for 
the patient and how to divide fees from the patient. 

In answer to the call of the College of Osteopathic 
Surgeons, the A.O.A. Board immediately appointed 
(December 1957) a Special Reference Committee to 
restudy the A.O.A. Code and its interpretation, and to 
confer with a similar committee from A.C.O.S. The 
A.O.A. Committee was made up of solidly experienced 
persons under the chairmanship of Dr. John W. Mul- 
ford, Past President of the A.O.A. The conferring 
committee from A.C.O.S. was headed by Dr. James O. 
Watson who has long given serious study to the prob- 
lems of medical ethics. He has exerted strong leader- 
ship within his group for uncompromising adherence to 


Vor. 58, Nov. 1958 


high ethical standards applied within the needs and 
demands of contemporary medicine. 

The A.O.A.-A.C.0.S. study was in progress for 
a full year, and was completed just prior to the 1958 
A.O.A. Convention in Washington. There the Special 
Reference Committee presented its recommendations to 
the Board of Trustees. 

During the course of the study, officials of the 
College of General Practitioners were kept informed of 
the A.O.A.’s aims and of its intent to help all osteo- 
pathic groups in solving problems that have arisen in 
medical practice in recent years. A.C.G.P. officials were 
invited to present their understanding of ethical prac- 
tices, especially as they applied to their members. The 
Special Reference Committee made a thorough study 
of all basic documents and of the opinions of their 
conferees and consultants. Culmination of the study 
came in a 2-day meeting in the early spring in Chicago. 
Present were members of the Special Reference Com- 
mittee and their consultants, officials of the College of 
General Practitioners, and the committee of the College 
of Osteopathic Surgeons. The groups met singly and 
as a whole as progress of their negotiations demanded. 

Out of the total study grew an interpretation of 
pertinent sections of the A.O.A. Code prepared as an 
official statement, with the approval of the conferring 
and consulting committees. It was completed on May 
1, 1958, and approved as official by the Board of Trus- 
tees in July 1958. 

The statement as published in this JoURNAL is an 
official interpretation of Chapter II, Article I, Section 
4, and Chapter II, Article VI, Section 4 of the Code of 
Ethics of the American Osteopathic Association. The 
interpretation carries the full weight of the authority 
of organized osteopathy. It is binding upon all affiliate 
bodies of the A.O.A. 

As this JouRNAL was on the press, the American 
College of Osteopathic Surgeons was in annual meet- 
ing in Boston where it was considering and voting upon 
an amendment by substitution of Article XIV of its 
By-laws. The A.C.O.S. amendment referred to the 
A.O.A. Code, requiring its members to familiarize 
themselves with the A.O.A. Code as published annually 
in the A.O.A. Directory. The proposed amendment 
specified particularly the interpretation of the sections 
of the A.O.A. Code as published in this Journat and 
referred to above. 

When this report was being written, the Clinical 
Assembly had not yet met. The fact remains, however, 
that the interpretative statement as it appears in this 
JouRNAL is. now an integral part of the A.O.A. Code. 
No action of any affiliate body of the American Osteo- 
pathic Association can alter the Code or its interpreta- 
tion. Further, the A.O.A. Code is not designed merely 
to meet the needs of one or two groups. It provides a 
guide for an entire profession to its conduct in the 
light of. recent experience. 

Again, especially to the young osteopathic physi- 
cian, THE JouRNAL would call attention to its series 
of articles on the A.O.A. Code of Ethics. It would re- 
mind him of the closing paragraphs of one of the ar- 
ticles of the series: 


Modern conditions have resulted in changes in the eco- 
nomics of medical practice, but the basic ethical principles re- 
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main unchanged. A doctor should be paid a fee commensurate 
with the professional services rendered by him to a patient. A 
doctor should not be paid in the absence of professional serv- 
ices, nor on a basis not commensurate with the extent or type 
of services rendered by him in a particular case. Payment of 
any secret commissions or the splitting of fees without the 
knowledge of the patient tends to commercialize the profession 
and lower the standard of care. 

These facts are so well accepted as to need no discussion. 
Adherence to these primary principles of ethical care leads to 
the development of higher professional standards among the 
physicians and greater confidence on the part of the public. 
Patients expect their physicians to exercise integrity and trust. 
They are the basic factors in the doctor-patient relationship 
which is such an important element in patient care. 


Only the physician knows how far short he has 
always fallen from the honor paid him by society. 
Down through the centuries it has echoed the word of 
Ben Sira, spoken 2,138 years ago: “Honor the physi- 
cian with the honor due him. The skill of the physician 
shall lift up his head, and in the sight of great men he 
shall be exalted.” If this be preaching, then let us make 
the most of it—in humility, lest our fall be great indeed. 


Partnership 
GEORGE W. NORTHUP, D.O. 


President, American Osteopathic Association 


Specific channels of leadership continually open up 
to us. At our command are the means of participating 
in programs for our profession’s development. 

At this time of year, our attention is called to the 
osteopathic Christmas seal campaign, which annually 
adds to the funds that supply grants for research and 
loans for students. It is a program that opens a way 
for many people to cooperate with us in insuring osteo- 
pathic care tomorrow if we but give them the chance. 

Research and manpower are essential to progress. 
Scientists and students cannot accomplish it alone. To 
help them is your business and mine. 


Medical THE Claim oF the Ameri- 
. » can Medical Writers’ Asso- 
Writers ciation to be the one society 
group in America exclusively de- 


voted to improvement in 

the communication of medi- 

cine and allied sciences was even more firmly estab- 

lished by its fifteenth Annual Meeting and Workshop 

held in Chicago on September 26 and 27 respectively. 

The meeting was well attended by physicians interest- 

ed in writing as well as by writers in medical and 
allied fields. 

The morning program of the 26th presented sev- 
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It is not enough for us to believe in research. We 
must back it. It is not enough for us to bemoan the 
costs of osteopathic education. We must help meet 
these costs. It is not enough to realize that our scien- 
tists and our students are the ground of our future, 
We must help to insure that future. 

The Christmas seal campaign is one way to do it. 
It is a flexible, practical, and ethical avenue of activity, 
open to us all. Whether we are urban or rural, special- 
ists or general practitioners, each of us can participate. 
We can use, contribute to, and distribute seals. We 
can work with our Auxiliary, our Guild members, and 
our divisional society chairmen to promote seal activity. 

First, however, we ourselves must appreciate the 
potentialities of the seal program. Last year in our os- 
teopathic colleges, one student out of every ten had a 
loan from our Student Loan Fund. Of every three 
research dollars supplied through osteopathic auspices, 
one came from Christmas seals. Even so, this result 
is but a beginning. The Student Loan Fund Commit- 
tee is unable to grant loans to all the qualified students 
who apply. Osteopathic research is in its infancy. 
More money is needed. Christmas seal participation 
can supply it. 

For the past 3 years, substantially more than one 
half of our seal income has come from people to whom 
our doctors and their wives have sent seals. The Pack- 
et Plan is producing more than 50 per cent of our 
Christmas seal returns. Yet only 25 per cent of our 
members are making use of it. Where are the remain- 
ing 75 per cent? 

The partnership of osteopathic physicians and 
their patients has won our battles for recognition. The 
same kind of partnership can support student loans 
and research. Our friends are receptive. Men, minds, 
and money wait to bring to full fruition the harvest of 
the osteopathic Christmas seal. 

Only we can supply the initiative. Let’s start to- 
day! 


eral physicians distinguished for their achievements 
and known for their good writing and editorial produc- 
tivity. Other speakers were professionals in communi- 
cations activities and technically authoritative. Far- 
reaching plans and hopes for A.M.W.A. came to light 
in the presidential address of Charles E. Lyght, M.D., 
its retiring president. The Association shows evidence 
of the maturity necessary for it to assume national 
leadership in the medical writing field. 

The afternoon session was broken into three 
groups, each in the charge of two or more leaders who 
discussed the particular topic assigned them out of 
their own rich experiences in medical journalism and 
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succeeded especially in eliciting wide audience partici- 
pation. 

The evening session, the A.M.W.A. annual infor- 
mal baaquet, was preceded by a Fellowship Hour at 
which all attending the banquet were the guests of 
Merck, Sharp & Dohme Research Laboratories. 

At the banquet more than forty persons were pre- 
sented with the 1958 A.M.W.A. fellowships in recog- 
nition, among other qualifications, of their established 
standing as medical writers, journalists, or publishers. 
A.M.W.A. Honor Awards for Distinguished Service 
in Medical Journalism were made to three categories 
of medical periodicals. Publications honored were the 
Cleveland Clinic Quarterly, Harper Hospital Bulletin, 
The Bulletin, Fulton County (Georgia) Medical So- 
ciety, and The Medical Record (Official Journal of the 
Berks County Medical Society, Pennsylvania). 

The Certificate of Appreciation to the immediate 
past president of A.M.W.A. was presented to Dean F. 
Smiley, M.D., Executive Director, Educational Council 
for Foreign Medical Graduates. Dr. Smiley served the 
Association as President in 1957-1958. Charles W. 
Mayo, M.D., was named to receive the Association’s 
Honor Award “for distinguished contributions to 
medical literature.” Dr. Mayo is Editor-in-Chief of 
Postgraduate Medicine, and widely known as Professor 
of Surgery, Mayo Foundation, Graduate School of the 
University of Minnesota. The three best contributions 
to nonmedical writing selected by the Awards Commit- 
tee were presented by their respective authors and the 
best was determined by a written ballot distributed at 
the banquet. 

The address of the evening was given by Alton 
Ochsner, M.D., Professor of Surgery, Tulane Univer- 
sity, and Director of Surgery, Ochsner Clinic and 
Ochsner Foundation Hospital. He spoke on “What 
Constitutes a Good Medical Publication”—a subject 
on which he speaks with authority by virtue of his 
broad experience. 

Installation of the 1958-1959 A.M.W.A. Presi- 
dent, Morris Fishbein, M.D., ended a full day’s pro- 
gram. Dr. Fishbein is now Professor Emeritus, Uni- 
versity of Chicago and University of Illinois. 

The Saturday morning following the annual meet- 
ing has for the past several years been devoted to a 
workshop on medical writing held under the auspices 
of A.M.W.A. The 1958 session by all counts seemed 
to be most successful and richly useful to the partici- 
pants. Members of the Association register without 
charge and nonmembers pay a small registration fee. 

Attendants divided into three groups on the basis 
of their particular writing interests and needs. Each 
group was headed by an experienced medical writer 
and journalist as moderator. A group’s participants 
developed varying viewpoints in accord with the inter- 
ests of its audience; the program of section A focused 
around authors, editors, and professional writers, that 
of section B attracted abstracters, bibliographers, in- 
dexers, and readers, and section C dealt with the view- 
point of readers who are physicians. 

One fact characterized both meeting and work- 
shop: The program participants were nationally known 
authorities in medical writing and journalism and 
the general presentations were pre-eminently practical. 
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THE JouRNAL has reported these meetings somewhat 
in detail on the basis of need to get widely known an 
Association now sufficiently matured and experienced 
as to offer a real opportunity to all who are both inter- 
ested in and qualified to advance themselves in medical 
communication. 

Again THE JouRNAL suggests that those of its 
readers to whom this opportunity appeals write now 
for details to the American Medical Writers’ Associa- 
tion, 209-224 W. C. U. Building, Quincy, Illinois. 

Readers of the editorial, “The Physician’s Writ- 
ing,” in the August 1958, JouRNAL OF THE AMERICAN 
OsTEOPATHIC ASSOCIATION, will recall its emphasis on 
the fact that all medical schools have an obligation to en- 
courage those student-physicians with a natural inter- 
est in writing to develop their skills and its suggestion 
this be done through a series of steps looking to the 
formation of a writer’s nucleus at various schools, each 
led by an A.M.W.A. member available as a faculty 
adviser. 

One osteopathic College has taken the first step. 
In attendance at the Chicago meeting was Dr. Wilbur 
V. Cole, a member of A.M.W.A., as is Dr. Floyd E. 
Dunn, also of Kansas City College of Osteopathy and 
Surgery. Both the president and the dean of K.C.O.S. 
have initiated the College’s interest in forming a stu- 
dent-physician writers’ group, looking to its possible 
participation in the A.M.W.A. Lectureship sponsored 
by Parke Davis & Co. 


Observe, with the role 

of diet in the prevention 

investiga te, and treatment of cardiovas- 

question. cular conditions, a warning 

is in order. Nutritional 

therapy can provide grist 

for the mill of the dietary enthusiast and fanatic. With 

more than a decade of substantial dietary research 

back of the current knowledge of atherogenesis, much 

remains to be known. Medical science does not yet 

know that arteriosclerosis in any or all of its manifes- 

tations is an acquired disease, due in any large measure 
to faulty nutrition. 

This is not to say that the American people should 
not be informed about the nutritional aspects of heart 
disease so far as known. Physicians should bring their 
information up to date about a rapidly growing field of 
medical knowledge and should enlist the help of their 
more literate patients in a degree of dietary reform— 
this is especially true of those patients with a family 
history of arteriosclerosis or with demonstrable evi- 
dence of premature arteriosclerosis. Certainly all pa- 
tients should be directed toward rational dietary habits 
so far as known if they have had a vascular lesion, 
such as a coronary thrombosis. 

THE JouRNAL has received for review two small 
books written for laymen on cardiovascular disease and 
diet, both by the same author, Philip Chen, Ph.D., a 
research chemist who has specialized in the chemistry 
of nutrition. They are reviewed in this issue of THE 
JourNat and they have received notice in HEALTH. 

Heart Disease—Cause, Prevention, and Recovery 
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goes much more fully into the role of nutrition as 
causal to blood vessel disease than most current books 
on the subject written for laymen. A companion book, 
Soy Beans for Health . . ., deals in detail with one of 
the possible constituents of a vegetable-oil diet, soybean 
oil. The author goes further, and views the soybean 
as an important but neglected constituent of a normal 
diet, and a food especially valuable for cardiovascular 
diets. Although popularly written, it is on an item of 
diet that has been a staple in China for centuries. Dr. 
Chen, a naturalized citizen, is a native of China. Chi- 
nese people have used soybeans as a major source of 
proteins for human diet for thousands of years. Ori- 
entals consume far less animal protein than people of 
the West and use relatively small amounts of saturated 
fat. There is no implication in this comment that 
China’s low death rate from heart disease (Dr. Chen 
reports a death rate of 3.7 per 100,000 population from 
cardiovascular disease, compared with a death rate in 
the United States of 282.3 per 100,000 from the same 
cause) may be due to their peculiar dietary pattern. 
The facts are interesting, but as so often is true, may 
have no related significance. 

The problem that arises in matters so basic to liv- 
ing as diet patterns is that physician and patient alike 
may be led astray through failure to differentiate be- 
tween factors that are causal, incidental, or contributory 
to cardiovascular disease. Enthusiasts do not differen- 
tiate. Clinicians, however, can be helpful in observing 
and questioning for themselves the effects of diets in 
heart disease. Much that passes for knowledge in 
medicine is much less than that. 

Today’s physicians must constantly guard against 
the trend to make themselves middlemen, whether of 
a half-baked premise or a drug. They need to remem- 
ber what must have been the rule of practice for Sir 
James MacKenzie, general practitioner and classicist 
of the first quarter of the twentieth century: observe, 
investigate, question. 


It FOR THE FIRST time an im- 
portant although often un- 
fills a recognized need of the phy- 
need sician, nurse, dietitian, and 
hospital administrator has 
been met by the publication 
of a guide book entitled Religious Doctrine and Medi- 
cal Practice, by Richard T. Barton, M.D. (Charles C 
Thomas, 1958. $3.75.) Nowhere else can a person re- 
sponsible for the prescription and administration of 
therapy find in one volume the facts that he should 
know to accommodate his treatment to the religious 
beliefs and doctrinal habits of his patients. The hand- 
book provides a reference for questions of religious 
dogma as they pertain to the practice of medicine. 
The book’s authenticity was established by having 
the manuscript read by authoritative leaders within 
each religious body. Their positional responsibilities 
guarantee the validity of the rationale presented. This 
is even true for the religious group farthest from the 
bases of medical science—Christian Scientists, who 
turn to medical practitioners only in special situations. 
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Observers are agreed that there is a resurgence of 
religion in America. This column does not presume to 
assay its meaning, either as a religious or sociologic 
phenomenon. Every man must believe for himself, 
conform for himself, and die for himself. THE Jour- 
NAL would not have the physician interfere with any 
man’s faith, even his belief in non-belief. The true 
physician respects the right every man has to his par- 
ticular faith. True as the day they were spoken decades 
ago are these words of Sir William Osler, great among 
modern physicians: “Nothing in life is more wonder- 
ful than faith—the one great moving force which we 
can neither weigh in the balance nor test in the crucible.” 

No physician can accord respect to a man’s faith 
unless he knows the demands it makes upon modern 
medicine. Knowing these demands, the physician in 
good conscience can either accommodate his prescrip- 
tion to his patient’s faith, or withdraw from the case 
without having violated the conscience of another hu- 
man being or his own medical conscience. 

In a foreword to the volume, the Chancellor of 
the University of California at Los Angeles, Raymond 
B. Allen, M.D., emphasizes that “every man must have 
something of value in which he deeply believes.” Dr. 
Allen’s conclusion would seem only human: “When 
this [belief] is a matter of doctrine or dogma of his 
church, synagogue or mosque no man, certainly not a 
physician, should intrude upon it.’ [Italics supplied] 

The Barton text could not be more timely. If a 
decade ago recognition of religion in hospitals was a 
unique thing, as Francis Cardinal Spellman said of it 
in New York’s historic Bellevue Hospital, the unique- 
ness no longer exists. Of the nation’s 7,000 hospitals, 
more than 1,000 have some religious affiliation, and a 
large proportion of the remainder are reported as mak- 
ing available the services of ministers of all three major 
faiths. More than a quarter of a century ago, Richard 
Cabot, M.D., then professor of physical diagnosis at 
Harvard Medical School, advocated an “internship” in 
hospitals for theological students. Recently 35 Ameri- 
can hospitals were reported as having clergymen and 
seminary students receiving pastoral training in actual 
contact with the sick and dying. 

This comment is not merely a plea for belief— 
belief in “something,” just so it is belief. It is a plea 
that the doctor learn how he may respect the authentic 
doctrines and practices of a patient’s particular faith. 
Religious Doctrine and Medical Practice makes that 
respect a possibility. 

In his historic role as a healer, THE JOURNAL 
speaks for the physician as the surrogate for a man’s 
faith, at a time when momentarily his spirit may be 
overcome by his body. Such an approach is a true 
ecumenicity, which calls for no glossing of religious 
conflicts, no blunting of their sharpness, no weakening 
of a particular faith. This is the way by which men 
find themselves standing on the common ground of 
their human finitude, facing infinitude with understand- 
ing and empathy. The physician thereby does not con- 
form himself to another man’s faith; neither does he 
attempt to conform another’s to his. 

In the chapter “On Healing,” in his book The 
New Being (Charles Scribner’s Sons, 1955. $2.95), 
Paul Tillich, professor at Harvard University, defines 
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the attitude which makes faith possible. Says Dr. 
Tillich: 

Faith means being grasped by a power that is greater than 
we are, a power that shakes us and turns us, and transforms 
us and heals us. Surrender to this power is faith. ... Those 
who despise this aid and rely on the power of their will ignore 
both the destructive might and the constructive friendliness of 
nature. They do not know that our body contains not only 
forces of discord between its elements but also forces of con- 
cord. The great physician is he who does not easily cut off 
parts and does not easily suppress the one function in favor of 
the other, but he who strengthens the whole so that within the 
unity of the body the struggling elements can be reconciled. 
And this is possible even if deep traces of former struggles in 
our body remain as long as we live. 

Through such attitude, the physician regains the 
right to think of himself within the ancient usage of 


the term, “the healer.” 


Diet THE Association of hyper- 
er cholesteremia with athero- 
. genesis has been long estab- 
hypercholesteremia ished. Sharply divergent 
opinions still obtain on the 
methods by which definite 
elevations of serum cholesterol concentration (more 
than 300 mg. per 100 ml. as determined by most meth- 
ods) may be kept down. The dietary approach to the 
control of hypercholesteremia is presently the most 
effective, and is being widely discussed in both scientific 
and lay literature. 

Preventive medicine is interested primarily in a 
diet that is good for the general population. Physicians, 
logically enough, are searching for a dietary program 
that they can apply to individual patients who have 
definite elevations of serum cholesterol concentration. 
An informative comment on the present status of 
dietary control of hypercholesteremia, “Diet and Hy- 
percholesteremia” by Helen B. Brown, Ph.D., Division 
of Research, Cleveland Clinic, was published in the 
July 1958 Cleveland Clinic Quarterly. 

The low-cholesterol diet rated as acceptable treat- 
ment several years ago, is now known to be ineffective 
per se. Its usefulness in lowering cholesterol levels lay 
in the fact that such a diet is low in animal fat. As the 
author emphasizes, “. . . the ingestion of cholesterol 
without fat has no appreciable effect on the concentra- 
tion of serum cholesterol.” 

The author points to the vegetable-oil diet as the 
one of choice. Adapted to a normal diet, it requires 
that vegetable oils be substituted for animal fats. Un- 
saturated fats are now known to depress the amount of 
serum cholesterol below that of any other dietary ap- 
proach. 

Informed laymen today know about the saturation 
of individual fats, and that saturated animal fats tend 
to increase the amount of serum cholesterol while rela- 
tively unsaturated vegetable oils tend to decrease it. 
They depend upon their doctor to furnish them with 
accurate and up-to-date information applied to their 
diet. 

Physicians charged with the care of individual pa- 
tients should be conversant with the general principles 
of the two diets known to be effective in hypercholes- 
teremia; the low-fat diet which severely restricts the 
intake of fat, and vegetable-oil diet that substitutes 
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vegetable oil for most of the fat that would be eaten in 
a normal diet. Any dietary program used to control a 
disease process must be practical to be successful. Such 
a diet should correspond closely to a normal American 
food pattern and, as Dr. Brown points Gut, it must be 
one that can be readily prepared from easily available 
foods. Whether or not the low-fat diet or the vegetable- 
oil diet is employed by the physician, it is important 
that the dietary prescription provide the optimum re- 
lationship between grams of carbohydrate, proteins, and 
fat respectively. Radical alteration of dietary habits 
is not advisable. 

The author emphasizes that vegetable oils should 
not be used as medications or be added to diets in which 
animal fat is not restricted. 

The Brown comment cites a recent report, “Athero- 
clerosis and Fat Content of Diet,” prepared by a Joint 
Committee of the American Heart Association and the 
American Society for the Study of Arteriosclerosis 
which was published in Circulation 16:163-178, 1957. 
It should be read by physicians who wish fuller infor- 
mation. Dr. Brown’s study, however, supplies the prac- 


ticing doctor with pertinent information in concise 


form. 


Again at READERS OF the August 

1958 JourNAL will recall 

editorial reference to a first 

Polytechnic Medical Writers’ Institute 

held in Troy, New York, 

in June 1958 under the 

sponsorship of Rensselaer Polytechnic Institute, known 

as one of the better technical schools in America and 

as the place of meeting for the annual Technical Writ- 
ers’ Institute. 

Medical coordinator for the 1958 M.W.I., and an- 
other of its sponsors, is Joseph F. Montague, M.D., 
physician, medical writer, and lecturer. In attendance 
at the American Medical Writers’ Association, Dr. 
Montague informed THE JourNAt that a second Writ- 
ers’ Institute will be held with the cooperation of Pro- 
fessor Jay R. Gould of R. P. I.’s Department of Lan- 
guage and Literature. 

In the editorial comment onthe 1958 Writers’ 
Institute, THE JourNAL referred to the project as 
made possible through financial support from pharma- 
ceutical houses. Dr. Montague advises that the state- 
ment is an error. The Institute was supported wholly 
through its sponsors and by tuition fees of the regis- 
trants. 


Notes RAPID AGING after the 65- 

. . year retirement period is 
in briefer often due to boredom and 
form poor diets, according to Dr. 

Edward L. Bortz, of Jeffer- 

son Medical College. He 

recently told a conference on constructive medicine in 
aging that retirement and social security have robbed 
men of activity at a time when they need to maintain 
“positive energy” and a high motivation for living. 
{Veterans Administration has announced the develop- 
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ment of a new test to supplement time-consuming tests, 
especially the oral glucose tolerance test, now used to 
diagnose mild forms of diabetes. Blood sugar levels 
are analyzed after intravenous injection of sodium 
tolbutamide, an agent which appears to stimulate the 
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AIMS C. McGUINNESS, M.D. 

Special Assistant to the Secretary 

for Health and Medical Affairs 

U. S. Department of Health, Education, and Welfare 
Washington, D. C. 


I, OUR SOCIETY today, there is an increasing 
awareness of the promise of medical science. There is 
also a deep feeling that the fruits of this science should 
be made readily available to each member of society. 
To reach this goal within the traditional American 
framework of free enterprise represents a challenge to 
all of us in the health professions as well as in govern- 
ment. 

For this reason, I am always glad to meet with 
professional groups that are concerned with the orderly 
development of our health programs and the effective 
use of our health resources. Osteopathy represents an 
important segment of the total health manpower of our 
country, and is obviously concerned with the future of 
our health programs. 

I welcome the opportunity to talk about the role of 
the Federal Government in meeting the health needs 
of the Nation. As some of you know, it has been my 
privilege over the years to observe health and medical 
care as a practitioner, as a dean, as a hospital adminis- 
trator, and now as a government official. I have thus 
had an opportunity to witness trends from various 
vantage points, and my remarks today derive from the 
perspective of these experiences. 

At the outset I should like to make clear my un- 
derstanding of the meaning of the Federal Government. 
It is not some mysterious, impersonal force emanating 
from Washington, attempting to bend the people to its 
will. Rather, it is an expression of the will of the peo- 


“Presented at the Sixty-Second Annual Meeting of the American 
Osteopathic Association, Washington, D. C., July 14, 1958. 
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normal pancreas to release more insulin than the dia- 
betic pancreas. The new test which can be completed in 
30 minutes is reported as 95 per cent accurate. Thus 
far no seriously undesirable reactions have occurred 
from injection of the diagnostic agent. 


ple themselves, conveyed through their elected repre- 
sentatives in Washington and carried out by those dele- 
gated to administer the job. Government is a composite 
—of management and labor, of members of the profes- 
sions, of farmers and business, and of producers and 
consumers—and the work of government reflects this 
broad and many-sided interest. 

As a government official, thus, it is my responsi- 
bility to think of health services from the point of view 
of the whole population. Better health is one of the 
deepest, most pervasive aspirations of the American 
people, as individuals, as members of family groups, 


and as a Nation. In its broadest aspects, health is also | 


a vital component of national security. Our produc- 
tivity, our economic strength, and our response to the 
challenges of today’s world all depend upon an alert 
and vigorous people. 

The health of the people is therefore the concern 
of all of us—a truly national concern. The solutions to 
our health problems will come out of the combined ex- 
perience and the cooperative enterprise of all, whether 
they are in private or voluntary or philanthropic groups, 
or in official agencies. 

We are in the midst of revolutionary changes in 
the fields of health and medicine. During the profes- 
sional careers of most of us here, almost unbelievable 
new scientific knowledge has developed that has paved 
the way for saving lives from diseases once invariably 
fatal, and for reducing the seriousness of other ill- 
nesses. We have witnessed dramatic developments in 
surgery, in preventive and diagnostic technics, in re- 
habilitation, and in hospital care. Probably never be- 
fore in history has there been such an extraordinary 
accumulation of new medical knowledge, and the tech- 
nologic ability to apply this knowledge. 

Behind these great advances is a national medical 
research program currently costing more than $330 
million a year, an eight-fold increase since 1940. About 
half of this expenditure for medical research is con- 
tributed by the Federal Government, about 30 per cent 
by industry, and a little less than 20 per cent by uni- 
versities, foundations, and private contributions. 

It is worth reflecting, however, that the costs of 
medical research represent less than 4 per cent of the 
$10 billion which the United States will invest this year 
in total research and development. This includes, in 
addition to medical research, such things as better 
homes, automobiles, household appliances, and the im- 
plements of national defense. 

These vast expenditures, accompanied by indus- 
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trial expansion, a population increase of about 3 million 
persons a year, wars, and many other factors, have 
combined to create profound changes on the American 
socioeconomic scene. It is a challenge indeed to keep 
all these developments in balance so that the benefits of 
each may be reflected in the other. 

Although medical research is at an all-time high in 
this country, there is no doubt that it must be pursued 
even more vigorously in the future. We also need more 
research laboratories and a further expansion of facili- 
ties for training research personnel. While many of 
our serious health problems have come under control, 
new and more complex ones arise to tax our ingenuity. 
Some are fostered by the way we live—by the type and 
pace of today’s environment. For others—such as can- 
cer, heart disease, the degenerative diseases of an aging 
population, mental illness, and many others—we still 
possess scant scientific knowledge. Industrial and urban 
growth brings further problems—air and water pollu- 
tion, accidents, and protection against radiation hazards. 
And finally, there is the continuing challenge of helping 
more Americans meet the costs of medical care. 

I believe we are destined to see a steadily expand- 
ing program of medical research. Budgets for the re- 
search programs of the National Institutes of Health 
have been growing rapidly in recent years. This is a 
reflection, I believe, of the intense public interest in 
medical research and the insistence of finding answers 
to our most baffling health problems. Certainly, popu- 
lar interest and support, through voluntary contribu- 
tions as well as through the work of government agen- 
cies, has been the indispensable factor in enabling us to 
move forward so rapidly in health. 

The problem of professional manpower, however, 
remains acute and persistent. We need well-trained 
professional people not only to conduct the search 
for new knowledge but to apply the knowledge on be- 
half of people. All the studies made in this field indi- 
cate that the health professions are in short supply now 
and will continue to be so for years to come. 


The Nation’s professional schools are finding it 
difficult to meet the steadily rising demand for well- 
trained physicians and allied health personnel. Many 
of the Nation’s medical school buildings are in need of 
extensive repair, or are totally obsolescent, and there is 
simply no room to expand enrollments. Most schools, 
public as well as private, are hard pressed to meet their 
regular operating expenses and are forced to postpone 
needed plant improvement. Yet with a growing popu- 
lation and with important new advances in medical 
knowledge, the schools now face a larger and more 
complex job than ever before. 

Because of the vital importance of professional 
schools as a national resource, the administration has 
recommended legislation to the Congress which, in ad- 
dition to extending the highly successful Research Fa- 
cilities Construction Act of 1956, would provide a 4- 
year program of matching grants for the construction 
of medical teaching facilities. Schools of osteopathy, of 
course, would be eligible for these grants. The purpose 
of this legislation is to help the schools with their mod- 
ernization program, and at the same time to conserve 
resources available for their teaching programs. Cer- 
tainly, unless our society acts quickly to increase its in- 
vestment in medical education, we will be desperately 
short of physicians, technologists, and research scien- 
tists, and we will be missing an opportunity to maintain 
the quality and quantity of professional health services 
in the future. 

There is great need for cooperative effort by the 
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schools themselves, by the health professions, by busi- 
ness and labor organizations, and by government. No 
one has primary responsibility. All have a great stake 
in future actions. In this connection, I understand that 
the osteopathic profession has gone far toward recog- 
nizing the need and toward helping ease the financial 
burdens of osteopathic colleges. 

In discussing better health for the American peo- 
ple, we cannot overlook the economic barriers to medi- 
cal care. The best knowledge, personnel, and physical 
plants in the world will accomplish little if people can- 
not afford to pay for the medical care they need. Al- 
though we have reached new heights of prosperity in 
the United States, medical costs represent a serious 
problem to many American families. In 1955, for ex- 
ample, half of all families in this country had incomes 
below $5,000 and one family in eleven had an income 
below $2,000. Furthermore, as many as one-quarter of 
all American families today have no cash savings, and 
in early 1957 it was estimated that more than half of 
our families had savings of less than $500. For these 
people, the costs of long-term and other disabling ill- 
ness can be a crushing burden, particularly if the victim 
is the breadwinner. 

The present administration is convinced that vol- 
untary health insurance represents the best means of 
helping most people meet the costs of medical care, 
within our traditional American free enterprise system. 
A tremendous job has been done in reaching more than 
120 million Americans—two-thirds of the population— 
with some kind of prepayment plan for hospital care. 
On the debit side, of course, this means that one-third 
of the people have no hospital insurance of any kind. 
A little less than half the people carry surgical insur- 
ance, and about one-third have insurance covering non- 
surgical professional services. In spite of rapid ad- 
vances in the recent past, therefore, the gaps in cov- 
erage are wide. 

This administration has repeatedly urged increased 
efforts to bring about improvements and wider cover- 
age in voluntary health insurance. We believe everyone 
concerned—the medical and allied health professions, 
the commercial and non-profit insurance carriers, gov- 
ernment, and the people who use health services— 
should join in efforts to extend voluntary health insur- 


Better health is one of the 
deepest, most pervasive aspirations 
of the American people. .. . 

In its broadest aspects, health 
is also a vital component 


of national security 
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there been such an extraordinary 


ance to those who are not now protected and to broaden 
the types of coverage available. 

One of the ways of holding the costs of medical 
care to a minimum is by reorienting medical care to the 
particular needs of the individual patient. We must 
look toward a better distribution of expensive and 


Probably never before in history has 


accumulation of new medical knowledge 


highly skilled personnel. We must also find ways by 
which patients can be directed toward facilities appro- 
priate to their illness. There is a need to keep people 
out of hospital beds, if at all possible; to make the 
most intelligent use of existing medical care facilities ; 
and to plan future hospitals imaginatively, so that the 
design and operations are best suited to the needs of 
the patients to be served. 

Wider use of home care, outpatient departments, 
diagnostic centers, and nursing homes can improve the 
use of health manpower and facilities and at the same 
time reduce the costs of care. 

Another approach to the rising cost of hospital 
care is represented by what may be called graduated or 
selective care tailored to the immediate needs of the 
individual patient. The Public Health Service is study- 
ing this approach, with particular emphasis on the grad- 
uated care program that has been adopted at the Man- 
chester Memorial Hospital in Manchester, Connecticut. 

At Manchester, and in similar places, hospital 
services are divided into three “zones of care”: a spe- 
cial care unit for patients who are critically ill, an inter- 
mediate care unit for those who are not dangerously 
sick, and a self-care unit for ambulatory patients. 

Edward J. Thoms, administrator of Manchester 
Memorial, describes these divisions as representing 
“broad areas of patient care, but in practice they shade 
into one another and form a continuum of care based on 
medical need. The patient may enter at any zone and 
progress according to his medical need in any direc- 
tion.” 

In addition to these three general divisions in the 
hospital, a comprehensive graduated care plan would 
include an adjoining unit for long-term care and a 
home-care program. 

Several advantages have been claimed for these 
types of plans: better patient care in a shorter time; 
more effective use of medical and nursing staffs ; great- 
er satisfaction for patient, family, physicians, and 
nurses; and lower costs to the patient. The Public 
Health Service is currently surveying some 7,000 hos- 
pitals to find what, if any, phases of graduated care 
they may have and what the results are. Reports on 
these studies are expected to be issued early next year. 


Let me turn briefly from medical and hospital 
services in our own country to tell you something about 
the effort to combat disease and raise health levels 
throughout the world. By participating in this effort, I 
believe the United States has a wonderful opportunity 
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to contribute to international cooperation, good will, 
and peace. 

Just one month ago today, a very memorable in- 
ternational meeting was concluded at Minneapolis, 
Minnesota: the Eleventh World Health Assembly. | 
was privileged to attend that Assembly as a member of 
the United States Delegation. The meeting was attend- 
ed by delegates from all 85 active member states of the 
World Health Organization—the largest participation 
in WHO’s 10 years. It adopted, without a dissenting 
voice, the largest budget ever provided for WHO—a 
sum of about $14,800,000. It approved programs in 
such important fields as malaria eradication, environ- 
mental sanitation, and the health aspects of the peace- 
ful uses of atomic energy. 

Perhaps even more important than any of the de- 
cisions which were taken is the fact that the Assembly 
is the meeting place for health leaders from nearly all 
nations of the world. They meet together in a most 
impressive, harmonious atmosphere, and work together 
with a common determination to improve human health 
through international cooperation and the pooling of 
resources. 

To share in these deliberations is a thrilling expe- 
rience. Although there are vast differences in cultures 
and political ideologies among the nations represented, 
the field of health provides a meeting ground for mutual 
understanding. This may well be one of the most hope- 
ful means toward broader international understanding 
and the resolution of other problems that are keeping 
the nations of the world apart. 

One event of great long-range significance, for ex- 
ample, was the Assembly’s action calling for an expand- 
ed international program of medical research and train- 
ing, particularly against such stubborn foes as cancer 
and heart disease. Endorsing a proposal submitted by 
the United States Delegation, the Assembly requested 
WHO to study ways and means of stimulating research 
and developing research personnel. Dr. Milton Eisen- 
hower, as personal representative of the President, and 
Secretary Folsom offered a grant of $300,000 to WHO 
to help finance such a study, and the Assembly au- 
thorized WHO to accept this contribution. 

This demonstration of our country’s interest in 
greater international cooperation in the research effort 
which underlies all health progress will, I am sure, have 
wide ramifications. It again emphasizes the great po- 
tentialities for human betterment through science and 
research, a point made so strongly by President Eisen- 
hower in his State of the Union Message to Congress 
last January. I believe the people of the world, as well 
as its health leaders, stand ready to support increased 
international effort in the health sciences. Such an ef- 
fort holds forth tremendous promise, not only for the 
health of mankind but for world peace. 


In conclusion, then, the health front is a broad 
one. It extends from the day-to-day work in our own 
communities to vast, cooperative global campaigns. All 
along the line there is a ferment of new activities, a 
variety of new approaches, a hope of new victories. 

The Federal Government has an important stake 
in these developments—as a partner, a stimulator, and 
a helpful ally to all those who are working to advance 
health. The role of the government is to support and 
complement the work of the professions and of private 
agencies. The present administration is pledged to con- 
tinue and, wherever possible, strengthen that role. This 
is a sound formula not only for further progress in 
health, but, also, for keeping faith with our-great tradi- 
tions of democracy and cooperative endeavor. 


Journat A.O.A. 
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MESSAGE FROM THE PRESIDENT 
OF THE A.O.A. 


>» This is a crystal-clear Sunday afternoon and as I 
write you, I am high over the Great Lakes area, return- 
ing to my home and practice after my first tour of 
duty as your President. To me, it seems a significant 
day as I review my trip. I have spoken to the student 
body of one of our splendid colleges; I addressed and 
visited with the members of four divisional societies ; 
and I talked to one specialty college. The experience 
thus far has been both enlightening and inspiring. 

I find that I am questioning myself—during the 
last 10 days, have I brought any message of value to 
these varied groups? Did I leave a thought with each 
audience that they will find effective in helping them 
to understand our profession’s problems and their re- 
sponsibility in helping to solve them? 

Less than 2 years ago, while a guest in the home 
of a member of our profession, I took a book from a 
shelf of his library—the title, Look Up and Live, at- 
tracted me. As I gave it a first glance I found that its 
author, Charles Templeton, had had a wide experience 
in many fields—as a sports cartoonist, a radio commen- 
tator, director of a television program, and finally as a 
minister of the Presbyterian Church. Four hours later, 
challenged and fascinated, I found myself at the end 
of the book. Dr. Templeton’s question to his reader 
became my question to myself, and one that I find I 
almost unconsciously ask: “Are you a part of the 
problem, or are you a part of the solution?” 

During this trip I found myself again and again 
asking my audiences directly or indirectly: Are you a 
part of the problems of the osteopathic profession or 
are you a part of their solution? 

Each creative minority within the confines of any 
cultural or scientific field reaches the point where it 
either justifies its continuance or merits abolition. Our 
greatest strength lies not in ourselves, but in the serv- 
ices we render. It has been demonstrated many times 
that one of osteopathy’s goals is the reorientation of 
medicine. Certain basic physiologic truths, not yet uni- 
versally accepted, were posed to the mature students of 
osteopathy in its early days for their acceptance. They 
accepted and a profession was born. These truths stand 
in need of medical acceptance today almost as much as 
they did when they were first propounded. At this 
moment, has the osteopathic profession any force in the 
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reorientation of medicine or does it, itself, stand in 
need of reorientation? We are not answering this ques- 
tion clearly as a profession. Has it not become our 
responsibility to answer it in our time? 

The osteopathic profession has always made a con- 
tribution to the science of medicine through its ques- 
tioning of current practices, both a strength and a char- 
acteristic of all creative minorities. Osteopathy can, if 
it will, show the way to a more complete health service 
than the public has yet experienced. We must not for- 
get, however, that we hold no patent rights on medical 
knowledge nor dare we grow smug in our abilities. 
You, the physician and surgeon, D.O., to your patient 
are the profession. You embody all your profession 
seeks to do for human beings. If you succeed, the pro- 
fession succeeds. If you fail, it fails. Again I ask my- 
self—are we a part of the profession’s problem, or can 
we make ourselves a part of its solution? 

As the effective national organization of our pro- 
fession, the position of the American Osteopathic As- 
sociation has always been unmistakable. It affirms the 
highest ethical standards based on moral truths. It in- 
sists that the professional conduct of its members be 
unimpeachable. It has just spoken out decisively for 
the enforcement of its own Code of Ethics, reinterpret- 
ed in the light of recent experience in a period of 
emerging problems and unresolved issues in modern 
practice. The physician and surgeon has long held an 
exalted position in society. It is the duty of a national 
body not to permit any single member who has feet of 
clay to create problems for the profession. 

The A.O.A. is, as is the profession that it repre- 
sents, a service organization. A part of its service is 
directed inward toward itself, to provide the proper 
environment for osteopathic physicians and surgeons. 
Its primary strength lies in the service that is directed 
outward. The recognition and achievements of organ- 
ized osteopathy have come to us through the service 
we have rendered to society as individuals, now cumu- 
lative in an organization of influence and power wisely 
directed. Each day one of us becomes either a part of 
our problems or a part of their solution. The way that 
the balance falls will determine our profession’s future. 
And I feel myself encouraged by our profession’s dis- 
tribution of its weight. 


185 


4 
vill, — 
3 OF THE 
ot “ASSOCIATION . 
4 
ion 
ng 
in 
le- 
ly 
all 
st 
th 
of 
il 
- 
- 
| 
= 
y 
; 


As I write this, I look back on last week when I 
left home for Kirksville, Missouri, to make there the 
first of the 1958 presidential visits to one of our col- 
leges. There I had many opportunities to discuss the 
preblems of the profession in general and osteopathic 
education in particular with the college administrative 
heads, faculty members, and student body. An orienta- 
tion lecture to the freshman class on A.O.A. organiza- 
tion was apparently interesting to them. 

After 2 crowded days, | moved on to the conven- 
tion of the Missouri Association of Osteopathic Physi- 
cians and Surgeons, where both Dr. Eveleth and I rep- 
resented you. I am certain you would have shared with 
the members of the Missouri Association the interest 
and pride in our profession that Dr. Eveleth’s report 
aroused. 

After having the privilege of being the banquet 
speaker on Thursday night, I left immediately for Lon- 
don, Ontario, only to have a few quick lessons in the 
transportation vicissitudes of A.O.A. Presidents. I 
think I was well “broken in” on this trip. 

However, I did arrive in London the next morn- 
ing for the annual meeting of the Canadian Osteopathic 
Association. As a speaker on scientific programs, I 
have attended other meetings of this Association. I am 
certain that this year I detected a more unified and 
dynamic effort toward professional recognition and de- 
velopment in Canada. 


The next day, with the help of various forms of 
transportation, some of which I was hardly aware of, I 
arrived in New York City in time to speak at a fully 
attended meeting of the American College of Osteo- 
pathic Internists—always a serious and dedicated group. 

From New York City I flew to Grand Rapids for 
the meeting of the Michigan Association. Since Michi- 
gan has the second largest osteopathic population of 
any state in the country, I found, as I expected, a high- 
ly organized and efficiently managed convention. From 
there I returned to my home, and thus ended the first 
lesson ! 

If I were asked to state in one word the impres- 
sion I gained during this first “tour of duty,” I would 
choose the word “development.” I am convinced more 
than ever before that the osteopathic profession is both 
willing and able to accept the responsibilities which its 
recognitions impose. 

Today is yesterday’s tomorrow. By our every 
action as osteopathic physicians and surgeons we con- 
tribute day by day to our profession’s success or 
failure. We cannot afford to rest on our recognitions. 
Men grow with their responsibilities or they lose their 
right to them. 

The question I pose to you, as Dr. Templeton 
posed it for me, cannot be answered by equivocation. 
Are you a part of the problem, or are you a part of 
the solution? 


104 S. Livingston Avenue 
Livingston, New Jersey 


A.O.A. interprets sections of 


> In December 1957 the Board of Trustees of the 
American Osteopathic Association, at the request of the 
American College of Osteopathic Surgeons, appointed 
a Special Reference Committee, with John W. Mul- 
ford, D.O., as chairman, to study problems of ethics. 
Under study were portions of Chapter II of the A.O.A. 
Code of Ethics, dealing with “The Duties of Physi- 
cians to Each Other and to the Profession at Large.” 
The following statement of interpretation was approved 
as official by the Board of Trustees of the American 
Osteopathic Association in July 1958. 


The Code of Ethics of the American Osteopathic 
Association is a progressive public document. The in- 
terpretation of it can change with or be affected by new 
developments in the character or means of rendering 
medical care, economic and social conditions, and the 
demands of the public health. 

In regard to two current areas of public interest, 
fee splitting and ghost surgery, the Association re- 
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Code of Ethics 


affirms its opposition to both. The provisions of the 
Code of Ethics, Chapter II, Article I, Section 4, per- 
taining to the objectives of “scientific attainments” and 
“moral excellence” by members of the profession and 
Chapter II, Article VI, Section 4, prohibiting “commis- 
sions” make this conclusion and interpretation inevita- 
ble and unalterable. 

Consistent with these ethical proscriptions is the 
principle that every doctor is entitled to receive a rea- 
sonable payment for professional services rendered, 
taking into consideration the status of the patient and 
the general ethical responsibilities of the doctor. Pres- 
ent conditions require that: 

1. Full knowledge of the amount received for 
services rendered by each doctor be possessed by each 
patient and, if authorized by the patient, by any third 
party paying for the professional services of the patient. 

2. The identity of each physician involved in ren- 
dering care to the patient and the character of the serv- 
ices be disclosed to the patient, and, if authorized by 
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the patient, to any third party paying for the profes- 
sional services of the patient. 

3. Fees for the professional services rendered shall 
not be excessive. 

These principles apply whenever the physician- 
patient relationship exists between doctors and patients 
in any single or continuing illness.* It is reeognized 
that factual situations may develop requiring special 
consideration and referral of such instances to the 
A.O.A. for advice is suggested. 

This statement recognizes that combined billing 
and varying arrangements for payment are permissible 
if they do not in fact result in a violation of this inter- 
pretation of the Code of Ethics. The payment or han- 
dling of fees of doctors is peculiarly one of a profes- 
sional character, and not subject to exact interpretations 
applicable to all cases, but generally speaking, it is in- 
consistent with professional standards for one physician 
to collect fees for services rendered by another. No set 
of facts or relationships actually involving or contribut- 
ing to the evils and dangers to the public of either fee 
splitting or ghost surgery will be considered other than 
unethical irrespective of the otherwise acceptability of 
the arrangements or the legality of the situation. 


DEPARTMENT 


Bureau of Public Education 


on Health 


CARL E. MORRISON, D.O., Chairman 


Physicians and attorneys 


> A National Interprofessional Code for Physicians 
and Attorneys has been adopted by the American Bar 
Association and the American Medical Association. 
Action was taken by the bar association during its an- 
nual meeting held in Chicago in August, and by the 
medical association at its San Francisco meeting in 
June. 

The code’s provisions and suggestions will do 
much to improve the relationship between physicians 
and attorneys, and to promote the administration of 
law in the interests of patients and clients. Doctors 
should be familiar with its provisions, which are di- 
rected to areas of needed interprofessional cooperation 
and mutual recognition of the related responsibilities of 
the two professions. 

The text of the National Interprofessional Code 
for Physicians and Attorneys follows: 


Preamble—The provisions of this Code are intended as 
guides for physicians and attorneys in their inter-related prac- 
tice in the areas covered by its provisions. They are not laws, 


*Organized clinics or partnerships involving two or more doctors 
formally associated with each other in the same office, or colleges or 
hospitals where members of the staff may be salaried physicians, are in 
effect individual entities and will be treated as such as will a clinic and 
hospital when combined under the same ownership. A surgeon who has 
a regular assistant at operations may pay him directly, unless the regular 
assistant has referred the patient. 
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Interpreted are these sections of Chapter II 
of the A.O.A. Code: 


ARTICLE I—DUTIES FOR THE SUPPORT OF 
PROFESSIONAL CHARACTER 


Sec. 4. There is no profession from the members of 
which greater purity of character and a higher standard 
of moral excellence are required. Their attainment is a 
duty every physician owes alike to the profession and to 
patients. It is owed to the patients, as without it their 
respect and confidence cannot be commanded, and to the 
profession because no scientific attainments can compen- 
sate for the want of correct moral principles. 


ARTICLE VI—COMPENSATION 


Sec. 4. It is derogatory to professional character for 
physicians to pay or offer to pay commissions to any per- 
son whatsoever who may refer to them patients requiring 
general or special treatment or surgical operations. It is 
equally derogatory to professional character for physi- 
cians to solicit or receive such commissions. 
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but suggested rules of conduct for members of the two profes- ‘ 
sions, subject to the principles of medical and legal ethics and 
the rules of law prescribed for their individual conduct. 

This Code constitutes the recognition that, with the grow- 
ing inter-relationship of medicine and law, it is inevitable that 
physicians and attorneys will be drawn into steadily increasing 
association. It will serve its purpose if it promotes the public 
welfare, improves the practical working relationships of the two 
professions, and facilitates the administration of justice. 


Medical Reports—The physicians upon proper authoriza- 
tion should promptly furnish the attorney with a complete 
medical report, and should realize that delays in providing 
medical information may prejudice the opportunity of the pa- 
tient either to settle his claim or suit, delay the trial of a case, 
or cause additional expense or the loss of important testimony. 

The attorney should give the physician reasonable notice 
of the need for a report and clearly specify the medical infor- 
mation which he seeks. 


Conferences—It is the duty of each profession to present ; 
fairly and adequately the medical information involved in legal 
controversies. To that end the practice of discussion in ad- 
vance of the trial between the physician and the attorney is 
encouraged and recommended. Such discussion should be had 
in all instances unless it is mutually agreed that it is unneces- 
sary. 

Conferences should be held at a time and place mutually 
convenient to the parties. The attorney and the physician should 
fully disclose and discuss the medical information involved in 
the controversy. 


Subpoena for Medical Witness—Because of conditions in 
a particular case or jurisdiction or because of the necessity for 
protecting himself or his client, the attorney is sometimes re- 
quired to subpoena the physician as a witness. Although the 
physician should not take offense at being subpoenaed the attor- 
ney should not cause the subpoena to be issued without prior 
notification to the physician.. The duty of the physician is the 
same as that of any other person to respond to judicial process. 
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Arrangement for Court Appearances—While it is recog- 
nized that the conduct of the business of the courts cannot de- 
pend upon the convenience of litigants, lawyers or witnesses, 
arrangements can and should be made for the attendance of 
the physician as a witness which taken into consideration the 
professional demands upon his time. Such arrangements con- 
template reasonable notice to the physician of the intention to 
call him as a witness and to advise him by telephone, after the 
trial has commenced, of the approximate time of his required 
attendance. The attorney should make every effort to conserve 
the time of the physician. 

Physiciar Called as Witness—The attorney and the physi- 
cian should ‘ceat one another with dignity and respect in the 
courtroom. ‘Ihe physician should testify solely as to the medi- 
cal facts in the case and should frankly state his medical opin- 
ion. He should never be an advocate and should realize that his 
testimony is intended to enlighten rather than to impress or 
prejudice the court or the jury. 

It is improper for the attorney to abuse a medical witness 
or to seek to influence his medical opinion. Established rules of 
evidence afford ample opportunity to test the qualifications, 
competence and credibility of a medical witness; and it is al- 
ways improper and unnecessary for the attorney to embarrass 
or harass the physician. 

Fees for Services of Physician Relative to Litigation—The 
physician is entitled to reasonable compensation for time spent 
in conferences, preparation of medical reports, and for court 
or other appearances. These are proper and necessary items of 
expense in litigation involving medical questions. The amount 
of the physician’s fee should never be contingent upon the out- 
come of the case or the amount of damages awarded. 

Payment of Medical Fees—The attorney should do every- 
thing possible to assure payment for services rendered by the 
physician for himself or his client. When the physician has not 
been fully paid the attorney should request permission of the 
patient to pay the physician from any recovery which the attor- 
ney may receive in behalf of the patient. 

Implementation of This Code at State and Local Levels— 
In the event similar action has not already been taken this Code 
should, in the public interest, be appropriately implemented at 
state and local levels for the purpose of improving the interpro- 
fessional relationship between the legal and medical professions. 

Consideration and Disposition of Complaints—The public 
airing of any complaint or criticism by a member of one pro- 
fession against the other profession or any of its members is 
to be deplored. Such complaints or criticism, including com- 
plaints of the violation of the principles of this Code, should 
be referred by the complaining doctor or lawyer through his 
own association to the appropriate association of the other pro- 
fession; and all such complaints or criticism should be promptly 
and adequately processed by the association receiving them. 


Medicolegal problem 


Hospital privileged communication.—The plaintiff, 
a registered nurse, brought suit against the defendant 
hospital and its director of nurses, charging libel. She 
alleged that a letter written by the director of nurses to 
a nurses’ professional registry damaged her profes- 
sional reputation and made it impossible for her to ob- 
tain employment. The letter stated that the hospital no 
longer desired the nurse to be sent on cases to the hos- 
pital, since during the nurse’s prior services there cer- 
tain drugs had been found missing or unaccounted for. 
Held: No recovery, because the letter was written on a 
privileged occasion and is qualifiedly or conditionally 
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privileged. A privileged communication is one which, 
except for the occasion on which, or the circumstances 
under which it is made, might be defamatory and ac- 
tionable. The essential elements of a privileged com- 
munication are good faith, an interest or duty to be 
upheld, a statement limited in its scope to that purpose, 
a proper occasion, and publication in a proper manner 
and to proper parties only. In the absence of actual 
malice, a communication may be qualifiedly privileged, 
if the other essential elements are present, even though 
it is not true, and even though it charges a crime, but a 
communication loses its charitable character as privi- 
leged and is actionable upon proof of actual malice. 
Judge v. Rockford Memorial Hospital, (Ill.) 150 N.F. 
2d 202 (1958). 


Committee on Mead 
Johnson grants 


JOHN W. MULFORD, D.O. 
Chairman 


Program opens third year 


> Opportunity for advanced study in the field of os- 
teopathic practice is again open to osteopathic seniors 
and graduates of the last 4 years, according to the re- 
cent announcement of Dr. John W. Mulford, Cincin- 
nati, chairman of the A.O.A. Committee on Mead 
Johnson Grants. 

For the third year, Mead Johnson & Company is 
supporting a fellowship program of advanced study to 
be taken in osteopathic colleges and hospitals in the field 
of practice; six l-year grants of $1,000 each are to be 
awarded this year on the basis of ability and perform- 
ance. Four fellowships will be in general osteopathic 
practice, one in the practice of pediatrics, and one in 
the practice of obstetrics and gynecology. 

This A.O.A. program was established by Mead 
Johnson & Company in 1956 as a part of its policy of 
financial assistance to postgraduate medical education. 
Administration of the program is entirely the responsi- 
bility of the American Osteopathic Association, through 
its Committee on Mead Johnson Grants. Members of 
the Committee, in addition to Dr. Mulford, are Drs. 
Paul van B. Allen, Indianapolis, and Joseph W. Elbert, 
Petersburg, Indiana. 

Last year’s recipients of awards were Drs. Calvin 
H. Van O’Linda and George H. Scheurer, who are 
taking their advanced studies at the Kirksville College 
of Osteopathy and Surgery; Drs. Jane Hamilton and 
David J. Simon, at the College of Osteopathic Physi- 
cians and Surgeons, Los Angeles; Dr. William D. 
Mitchell, at the Philadelphia College of Osteopathy ; 
and Dr. Donald G. Pelino, at the Chicago College of 
Osteopathy. The award to Dr. Hamilton is for a sec- 
ond vear of study at COPS. Others who have com- 
pleted one year include Drs. Betty Alice Green, Delbert 
FE. Maddox, Harry F. Boone, and Richard F. Spavins. 

Applications for 1959 fellowships, available from 
the Committee on Mead Johnson Grants, American Os- 
teopathic Association, 212 East Ohio Street, Chicago, 
must be submitted by May 1. Awards will be made 
June 1. 
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Twelfth edition of hospital 
handbook released 


> The twelfth edition of the official handbook for 
training hospitals—commonly called the “(Code Book” 
—was released in mid-October by the A.O.A. Bureau 
of Hospitals and is now in the hands of the chiefs of 
staff and administrators of osteopathic hospitals and of 
the secretaries of specialty colleges and boards. 

The 1958 revision sets forth the minimum require- 
ments, standards, and regulations for osteopathic hos- 
pitals approved for the training of interns and/or 
residents, as approved by the American Osteopathic 
Association. It is quoted here in its entirety. 


Minimum requirements, standards 
and regulations 


The Bureau of Hospitals of the American Osteopathic As- 
sociation, on authority delegated to it by the Board of Trustees 
of the American Osteopathic Association, has established mini- 
mum requirements, standards and regulations for approval of 
hospitals for the training of interns and residents. 

The following minimum requirements, standards and regu- 
lations are established for hospitals which are staffed and pro- 
fessionally directed by physicians of the osteopathic school of 
medicine. 


I. Hospital and staff requirements 
and standards 


A. GENERAL 

1. Osteopathic hospitals must be designated as osteo- 
pathic hospitals by the use of the word “osteopathic” in their 
title or in a subtitle, prominently displayed on the exterior of 
the building so that the subtitle is distinctly visible on the main 
approach to the hospital. Similar osteopathic identification must 
be used on all stationery, printed matter, signs or public an- 
nouncements. 

2. The hospital and the required departments must have 
been in operation for a minimum of twelve (12) months prior 
to consideration for approval by the Bureau of Hospitals as a 
teaching institution. 

3. The hospital must have a minimum of twenty-five 
(25) adult patient beds, and a 50 per cent annual bed occupancy 
must be maintained. 

4. There must be at least fifteen (15) patient beds, ex- 
clusive of bassinets, per intern. 


B. ADMINISTRATION AND BOARDS OF TRUS- 
TEES 
1. There must be competent management invested in an 
administrator who derives his authority from a board of trus- 
tees or governing body. 
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2. The governing authorities have the responsibility of 
administering their institution in a manner to best meet the 
needs of the community. 

3. The governing authorities, administration and profes- 
sional staff each in their proper area of responsibility must see 
that patient care is maintained in accord with current standards 
of practice. 

4. The governing authorities must see that the require- 
ments, standards and regulations established for hospitals ap- 
proved for the training of interns and residents are maintained 
by the responsible professional and administrative personnel of 
the institution. 

5. The governing authorities, administration and profes- 
sional staff are responsible for the deportment and professional 
work of interns and residents. 

6. The governing authorities must be the final approv- 
ing body for appointments to the professional staff. 


C. PROFESSIONAL STAFF 

1. The hospitals must be able to show evidence of main- 

taining a qualified and well organized professional staff. 
a. There must be a minimum of three organized pro- 
fessional departments as follows: 
1) Osteopathic Medicine 
2) Obstetrics and Gynecology 
3) Surgery . 
b. Radiology and pathology services must be provided. 

2. The staff must be composed of licensed osteopathic 
physicians who are members in good standing of their national 
and divisional associations, and local associations where such 
exist. 

3. Courtesy staff privileges may be accorded other li- 
censed physicians and dentists who are members in good stand- 
ing of the American Medical Association, American Institute 
of Homeopathy, American Dental Association and their respec- 
tive component societies, each in his proper category. 

4. Staff privileges may be accorded other licensed physi- 
cians and dentists according to the By-laws of the American 
Osteopathic Association. 

5. The chairman of each required organized department 
must be qualified in the specialty and is responsible for the 
training of interns and residents in the department. 

6. The professional staff must maintain adequate super- 
vision and care of all in-patients, out-patients and emergency 
patients. 

. 7. The general staff and all required organized depart- 
ments and committees of the staff must maintain a minute book 
in which is recorded the attendance record and detailed minutes 
of each meeting. 

8. The professional staff must establish and must be 
able to carry out an adequate educational program for interns 
and residents. Regular programs of lectures and staff instruc- 
tions for the intern must be established and maintained which 
shall include the following: 

Osteopathic medicine 

Bedside clinic teaching 

Pathology 

. Radiology 

Clinical laboratory 

Obstetrics and gynecology 

g. Surgery 

. And such other clinical training as the personnel 
and facilities of the hospital permit. 
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9. The governing body and all staff physicians must 
conform to the Code of Ethics of the American Osteopathic 
Association and must comply with all provisions pertaining to 
ethical relationship as contained in the constitution, by-laws, 
rules and regulations of the various hospitals with which they 
are associated. 

10. All members of the professional staff must assume 
collective responsibility in contributing their time and effort to 
the educational program of the intern and resident. 

11. The staff must assume the responsibility for seeing 
that an adequate number of autopsies are performed by a physi- 
cian properly qualified to adequately meet the educational stand- 
ards for intern and resident training. A minimum autopsy rate 
of 15 per cent should be maintained. 


D. MEDICAL RECORD LIBRARY DEPARTMENT 

1. A medical record library department must be equipped 
and maintained in a manner acceptable to the Bureau of Hos- 
pitals. 

2. The medical record library must be under the super- 
vision of a person qualified to perform the required duties. 

3. Accurate indexing and filing systems for case records 
must be maintained in a manner acceptable to the Bureau of 
Hospitals. 

4. All case records, including x-ray films, ECG tracings, 
laboratory reports, etc., are the property of the hospital and 
must be kept permanently on file in conformity with the law 
and preferably under fireproof conditions. 

5. Hospital case records may be microfilmed for perma- 
nent filing in accord with state and local regulations. 

6. No record or part thereof shall be removed from the 
hospital except under court subpoena. 

7. The case records must be completed in all required 
details within thirty (30) days following discharge of the pa- 
tient from the hospital and committed to the permanent file. 

8. Standard nomenclature shall be used in reporting the 
final diagnosis, complications and operations on each patient’s 
record. 

9. At the time of the inspection of the hospital the rec- 
ords library must have available and be able to furnish without 
delay the following: 

. Admissions record book 

. Death record book 

. Obstetrical record book 

. Surgical record book 

. Index of disease, complication, operation, etc. 
. Patients’ charts as requested by the inspector. 


moan op 


E. NURSING DEPARTMENT 

1. The hospital must employ a sufficient number of 
nurses to adequately meet acceptable standards of patient care. 

2. The director of the nursing personnel must be a 
graduate nurse registered in the state in which the hospital is 
located. 

3. All nurses holding supervisory, executive or teaching 
positions in the hospital must be graduate registered nurses. 


F. DIETARY DEPARTMENT 
1. The dietary department must have qualified supervi- 
sion and adequate personnel to meet the needs of the institution. 
2. There must be adequate sanitary facilities for the 
preparation, handling, and storage of all foods to meet the needs 
of the institution. 


G. PHARMACY OR DRUG DEPARTMENT 

1, The pharmacy or drug department must be under the 
supervision of a registered pharmacist or otherwise qualified 
supervisor. 

2. Adequate personnel must be maintained to insure 
acceptable functioning of the department. 

3. The facilities of the department must be such as to 
insure proper preparation, storage and dispensing of drugs. 

4. Proper records of all drugs dispensed shall be main- 
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tained and in accord with the laws pertaining to such trans- 
actions. 

5. Drugs dispensed must meet the requirements of the 
recognized standardizing agencies. 


H. PROFESSIONAL LIBRARY 

1. There must be provided within the hospital a well- 
lighted and properly equipped room to serve as a library. 

2. This room must be of sufficient size and contain ade- 
quate facilities so as to insure a satisfactory study room for 
the interns and residents. 

3. The library must contain modern texts and current 
periodicals on at least the following subjects: 


Anatomy Otorhinolaryngology 
Anesthesiology Pathology 
Bacteriology Pediatrics 
Chemistry Physics 
Dermatology Physiology 
Diagnosis Practice of Osteopathy 
Internal Medicine Proctology 
Laboratory Diagnosis and Psychiatry 

Technic Radiology 
Neurology Surgery 
Obstetrics and Gynecology Syphilology 
Ophthalmology Urology 
Orthopedics 


4. It is advisable for the library to include additional 
current texts and other professional periodicals of a general 
and specialty nature beyond the minimum established in the 
above paragraph. 


I. PHYSICAL PLANT—GENERAL 

1. The hospital must comply with the laws of the state 
and the ordinances of the city, borough or township in which it 
is located, relating to sanitation equipment, fire protection, safe- 
ty devices, building regulations and maintenance. 

2. The hospital physical plant must be adapted to the 
services to be rendered therein. 

3. Each patient room must conform to acceptable hos- 
pital standards and shall be of sufficient size to afford each pa- 
tient an acceptable cubic footage of air space. 

4. Hygiene, toilet and bathing facilities must meet ac- 
ceptable hospital standards. 

5. Each room and all parts of the premises must be kept 
neat, clean and sanitary, and must be well ventilated. 

6. Unless otherwise provided for, the institution must 
maintain adequate isolation facilities for patients as indicated 
by the circumstances. 


J. PHYSICAL PLANT—DEPARTMENTS 
OSTEOPATHIC MEDICINE 
1. This department must have adequate space and ade- 
quate facilities to insure acceptable patient diagnosis and treat- 


ment. 
OBSTETRICS 


1. There shall be a modern delivery room with adequate 
equipment utilized only for obstetrics. 

2. There shall be a separate newborn nursery which 
must provide adequate ventilation, individual bassinets, infant 
incubators and approved infant hygiene facilities. Adequate 
cubic footage for each bassinet in the nursery must be provided 
to conform with accepted public health standards. In addition, 
a separate examining area adjacent to the nursery must be 
provided. 

3. Adequate infant isolation facilities must be provided. 

SURGERY 

1. There must be at least one major operating room, so 
equipped with adequate instruments, dressings and sterilization 
equipment that the usual surgical operations and procedures 
may be safely performed. 

RADIOLOGY 

1. The department of radiology shall contain adequate 
x-ray equipment, sufficient for all usual diagnostic purposes. 

2. Adequate filing facilities must be maintained. 

LABORATORIES 

1. There must be located within the hospital plant a 
modern laboratory equipped to conduct the usual chemical, 
hematological, bacteriological and serological examinations. 

2. If the hospital is not equipped for pathologic diag- 
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nosis of tissues, provisions must be made for tissue diagnosis 
to be conducted outside of the institution and in a manner ac- 
ceptable to the Bureau of Hospitals. 

3. Adequate filing facilities must be maintained. 


K. STAFF—ORGANIZATION 


1. The staff must be organized in a manner acceptable 
to the Bureau of Hospitals. 

2. There shall be at least a chairman or chief of staff, 
vice chairman or vice chief, and a secretary. Other officers to 
meet the needs of she staff may be maintained. 

3. There must be a recorded constitution and/or set of 
by-laws, or set of rules and regulations of sufficient detail to 
insure adequate staff government. 

4. The staff must have such committees as to insure 
adequate staff function and must maintain the required com- 
mittees as later defined. 

5. The staff membership must be defined in the follow- 
ing classifications: active, associate, courtesy, or in some simi- 
lar manner of classification, depending on the size and organi- 
zation of the staff. The active staff has the privilege to vote 
and to hold office. 

6. The staff must show evidence that the privileges of 
each member of the staff are determined on the basis of pro- 
fessional qualifications and demonstrated professional ability. 


L. STAFF—MEETINGS, COMMITTEES AND 
BOARDS 


1. The general staff and all required organized depart- 
ments, committees and boards of the staff must maintain a min- 
ute book in which must be recorded the attendance record and 
detailed minutes of each meeting. 

2. General and departmental staff meetings shall be held 
at least every month. Each staff member is required to attend 
at least 75 per cent of regularly scheduled and required meet- 
ings. At regular monthly staff meetings the staff must be kept 
informed of the actions and results of all committee and de- 
partment meetings. The staff meetings should include profes- 
sional educational discussions with the definite objective of im- 
proving the hospital’s service to the patient and the training of 
the intern and resident. 

3. The Medical Record Committee (Medical Audit 
Committee) of the staff should review all current records at 
frequent intervals for constructive criticism and appraisal. This 
committee shall report its findings and recommendations at reg- 
ular staff meetings. 

4. Mortality Review Committee: All mortalities in the 
hospital must be reviewed at least monthly. This may be done 
by a committee of the staff, by organized departments, or by 
the entire staff. Cases having teaching value must be presented 
to the general staff. 

5. A Tissue Committee, preferably a sub-committee of 
the Medical Record or Medical Audit Committee, must evaluate 
the surgical practice of the institution to determine justification 
for surgical procedures, consider tissues with minimal or no 
pathology if and when such exist, and scrutinize the relation- 
ship between preoperative and postoperative final diagnoses. 
The findings of this committee are to be made known to the 
surgical department, the staff, and the administration. 

6. A Tumor Board must be maintained which consists 
of at least a representative of each required organized depart- 
ment of the staff. The Board shall review all admitted tumor 
cases. At subsequent regular or called meetings progress re- 
views of given cases shall be made and proper minutes kept. 


M. STAFF—CONSULTATIONS 

1. Requests for all consultations must be recorded on 
doctors’ order sheet. 

2. All reports of consultations must be on a special 
sheet and made a permanent part of the patient’s hospital chart 
and must show evidence that the consultation has: 

a. Conducted an adequate physical examination of the 
patient. 

b. Reviewed the patient’s hospital chart. 

c. Listed the findings of his examination and recorded 
his diagnosis or impression. 

d. Outlined his recommendation for treatment. 
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e. Signed the consultation report and recorded the date 
and time of the consultation. 

3. A signed typewritten consultation sheet affixed to the 
record may be used in place of the usual consultation sheet. 

4. Consultation is required before performing any sur- 
gical procedure which has as its purpose the emptying of the 
uterus of the products of conception, in part or in whole. The 
consultation record must state the indications for the procedure. 

5. Consultation with a qualified consultant is required 
before emptying the uterus of the products of conception in a 
case of inevitable or incomplete abortion. This regulation does 
not preclude the consultant from performing or assisting at the 
operation without further consultation. 

6. Consultation with at least two consultants is required 
before the therapeutic interruption of pregnancy. 

a. One consultation must be with a qualified consult- 
ant in the specialty field for which the interruption is indicated. 

b. The second consultation must be with a qualified 
obstetrical or surgical consultant. 

7. Consultation with a qualified consultant is required 
on all patients under the age of 50 prior to the performance of 
a diagnostic dilitation and curettage. The consultation must 
apply to the patient’s condition after admission to the hospital. 

8. Qualified consultation must be reported on the chart 
showing indication for any procedure which will result in 
sterilization in either the male or female prior to the perform- 
ing of such procedure. The record must state indications for 
the procedure and a special consent form giving the written 
consent of the patient and spouse must be signed by both pa- 
tient and spouse prior to the procedure. 

9. Consultation with a qualified obstetrical consultant is 
required prior to performing a cesarean section. The consulta- 
tion record must state the indications for the procedure and 
must be signed by the consultant. This regulation does not 
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preclude the consultant from performing or assisting on the 
surgery without further consultation. A physician qualified in 
obstetrics or certified in obstetrics and gynecology or obstetri- 
cal-gynecological surgery may not act as a consultant on his 
own case. 

10. Consultation with a qualified consultant is required 
on all critically ill patients. 


N. STAFF—SPECIAL REQUIREMENTS 
1. Recording of osteopathic musculoskeletal examina- 
tions is required on all cases unless contraindicated. Osteopath- 
ic manipulative therapy shall be accorded all patients as in- 
dicated. 
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2. The history, physical examination and laboratory 
findings must show evidence on which the diagnosis was made 
and treatment instituted. 

3. The usual chemical, hematological, bacteriological, 
serological, and histopathological examinations must be utilized 
as indicated in all cases admitted to the hospital. 

4. Adequate case summaries on all cases must be made 
showing the condition and disposition of the patient at the time 
of discharge from the hospital. 

5. At the discretion of the hospital authorities and staff 
all hospitals have the right to request that all radiologic work 
and all laboratory studies made outside the institution be sub- 
mitted for evaluation by properly qualified hospital personnel 
prior to the institution of treatment or to have the examination 
repeated in the institution in the best interests of patient care. 

6. The case records must be complete in all required 
details within thirty (30) days following discharge of the pa- 
tient from the hospital. 

7. Prior to the performance of a surgical procedure the 
patient’s hospital record must show evidence that the operating 
surgeon has reviewed the chart, examined the patient and re- 
corded his findings and recommendations. In the case of an 
emergency, the operating surgeon must make a statement on the 
chart as to the nature of the emergency, indicate the com- 
ponents of the chart which are absent and assume full respon- 
sibility for the incompleteness of the chart. This statement 
must bear his signature, date and time; at the termination of 
the emergency procedure the record must be completed. 

8. All tissues surgically removed and all foreign bodies 
recovered must be submitted for pathologic examination and 
diagnosis. 

9. A competent physician pathologist who is either on 
the staff or easily accessible to the hospital must be available. 

10. Prior to the administration of an anesthetic the pa- 
tient’s hospital record must show evidence that the physician 
responsible for the anesthetic has reviewed the chart, examined 
the patient, recorded his findings, graded the patient as to anes- 
thetic risk and ordered the pre-operative medication. 

11. All laboratory and x-ray reports or any other reports 
of diagnostic work done outside the institution which are perti- 
nent to the diagnosis and treatment of the patient must be 
made a part of the permanent hospital record in the form of an 
original or a copy of the original report. This report must in- 
dicate the date of the examination and the individual by whom 
the examination was made. 


O. STAFF—SPECIFIC DEPARTMENT REQUIRE- 
MENTS 

1. The chairman of each organized department must be 
qualified in his specialty and is responsible for the training of 
interns and residents in the department. 

2. Department chairmen are responsible for the proper 
maintenance of standards and proper functioning of the respec- 
tive departments. : 

3. Physicians accorded membership in any department 
must be qualified as to professional privileges and must con- 
form to the departmental regulations and must maintain the 
required records. 

4. The various departments must have available in the 
institution standard current reference texts and journals re- 
ferable to the scope of work done in the various departments. 

5. The original signed report or signed copy of the orig- 
inal report of all examinations or treatments must be made a 
part of the patient’s permanent hospital record. 


P. STAFF—CHARTS AND RECORDS 


1. Hospitals desiring approval for the teaching of in- 
terns are to be judged principally on the standard of patient 
care and the completeness and accuracy of their records. 
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2. Case records shall consist of separate forms for the 
following : 
a. Admitting patient identification data and statistical 
summary 
b. History 
c. Physical examination 
d. Doctors’ orders 
e. Nurses’ bedside notes 
f. Progress record 
g. Laboratory report 
h. X-ray reports 
i. Consultation 
j. Operative permit 
k. Anesthesia record 
1. Special consent permit 
m. Operative report 
n. Obstetrical record 
1) prenatal and laboratory reports 
2) labor and delivery record 
o. Infant record 
p. Death record 
q. Autopsy permit 
r. Autopsy report 
s. Summary 
t. Statistics 
1) index of disease, operation, complications, etc. 
u. Additional records required 
1) admission record book 
2) death record book 
3) obstetrical record book 
4) surgical record book 


a. Admitting identification: Prior to professional ex- 
amination the admitting officer shall record the date, name and 
address of the patient, file number and such other data as may 
be deemed necessary by the individual hospital including an ad- 
mitting diagnosis. 

b. History: A complete history shall be taken as soon 
after admission as is practical. The type and scope of the his- 
tory shall be determined by the character of the case. The his- 
tory shall include the following: 

1) Chief complaint: the patient’s reason for seeking 
treatment. 

2) Present illness: an orderly story of the onset and 
course of the illness. 

3) Past history: a summary of the patient’s past 
health status. 
4) Famiiy history: evidence of hereditary or infec- 
tious diseases. 

5) Inventory by systems. 

c. Physical examination: A complete physical exami- 
nation shall be made as soon after admission as is practical 
and a working (provisional) diagnosis must be recorded on the 
chart. Vaginal and rectal examinations are required on all cases 
where such examinations would reasonably relate to the chief 
complaint, the admitting or working (provisional) diagnosis, 
final diagnosis and/or indicated treatment. Osteopathic muscu- 
loskeletal examinations shall be a part of the physical examina- 
tion. The intern or staff physician making the examination 
must sign the report. 

d. Doctors’ orders: All orders for case management 
and consultations must be signed by the physician responsible 
for the order. The term “routine orders” shall not be used un- 
less a printed or like copy of such orders is affixed to the chart 
and signed by the attending physician as they apply to each case. 

e. Nurses’ bedside notes: The nursing chart shall in- 
clude temperature, pulse, and respiration findings together with 
nursing and treatment procedures. It is also recommended that 
a graphic chart registering pulse, temperature, and respiration 
be used. 

f. Progress record: Progress notes recorded by the 
intern, resident or staff physician shall be made on all phases 
of the course of the hospital stay. An opening paragraph by 
the attending physician must be made briefly stating the chief 
complaint, the symptoms and physical findings which crystallize 
the working (provisional) diagnosis as well as expected therapy 
and possible consultation. All significant physical changes, new 
signs and symptoms, complications, consultations, and treatment 
given must be noted. These progress notes should describe in 
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proper continuity the course, progress, treatment and disposi- 
tion of the case. Progress notes must be signed by the physi- 
cian at the time of recording. The closing entry (or discharge 
summary) should include the brief review of the patient’s hos- 
pital stay, the condition on discharge and the disposition of the 
case. 

g. Laboratory reports: The original signed laboratory 
report or a signed copy of the report of all examinations must 
be made a part of the patient’s permanent hospital record. All 
laboratory reports or any other reports of diagnostic work done 
outside the institution which are pertinent te the diagnosis and 
treatment of the patient must be made a part of the permanent 
hospital record in the form of the original or copy of the orig- 
inal report. This report must indicate the date of examination. 
and the individual by whom the examination was made. 

h. X-ray reports: The original signed report or signed 
copy of the report of all x-ray examinations and procedures 
must become a part of the patient’s permanent hospital record. 
Reports of all radiologic work done outside the institution which 
are pertinent to the diagnosis and treatment of the patient must 
be made a part of the permanent hospital record in the form 
of an original or copy of the original report. This report must 
indicate the date of the examination and the individual by whom 
the examination was made. 

1. Consultation: 

1) Requests for all consultations must be recorded 
on the doctors’ order sheet. 

2) All reports of consultations must be on a spe- 
cial sheet and made a permanent part of the 
patient’s hospital chart and must show evidence 
that the consultant has: 

a) conducted an adequate physical examination of 
the patient. 

b) reviewed the patient’s hospital chart. 

c) listed the findings of his examination and re- 
corded his diagnosis or impression. 

d) outlined his recommendations for treatment. 

e) signed the consultation report and recorded 
the date and time of consultation. 

j. Operative permit: An approved signed permit from 
the patient or his next of kin must be obtained prior to the ad- 
ministration of anesthesia or the performance of any surgical 
procedure. 

k. Anesthesia record: A separate anesthesia chart 
which must provide an acceptable record of the type of anes- 
thesia and the patient’s condition throughout the operating pro- 
cedure and signed by the anesthetist must be made a part of 
the patient’s permanent hospital record. 

I. Special consent permit: A special consent’ permit 
shall be signed by the patient and spouse before the perform- 
ing of any procedure which will result in sterilization in either 
the male or female. Special consent permits should be secured 
for any additional specialty procedure which any single institu- 
tion may be utilizing. 

m. Operative report: A detailed personalized report 
of the operation describing all gross findings of organs exam- 
ined by visual or palpatory means and the technic of the operat- 
ing procedure must be recorded immediately following the 
operation and must be signed by the operating surgeon. 

n. Obstetrical record: 

1) An original or signed copy of the prenatal serol- 
ogy, Rh factor, blood typing and complete blood 
count. 

2) History and physical examination. 

3) Labor and delivery chart 

4) Anesthetic record 

5) Progress and summary record. 

6) Laboratory records which must include an in- 
patient complete blood count and urine analysis. 

o. Infant record: This must be a separate chart from 
the mother’s chart and must include a record of acceptable in- 
fant and maternal identification, physical examination at birth, 
doctor’s order sheet, progress sheet, summary sheet, and a rec- 
ord of birth. 

p. Death record: A copy of a standard death certifi- 
cate or a suitable equivalent death record shall be made a part 
of the patient’s permanent hospital record. 
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q. Autopsy permit: A legal form of autopsy permit 
must be executed prior to the performing of an autopsy. 

r. Autopsy report: A detailed report of the gross and 
microscopic findings of the autopsy must be made a part of 
the patient’s permanent hospital record. In the event that these 
findings are not in accord with the final diagnosis such dis- 
agreement or correction of final diagnosis must be indicated in 
an addendum to the progress record. 

s. Summary: 

1) The discharge summary shall be the final entry 
on the progress sheet. 

2) The statistical summary sheet or “top sheet” 
shall contain information required for coding 
and indexing by the medical record department. 


t. Statistics: 

1) Records and statistics must be made available to 
the Bureau of Hospitals when required. 

2) Standard nomenclature shall be used in reporting 

the final diagnosis, complications and operations. 


II. Intern requirements, standards 
and regulations 


A. DEFINITION 


An internship is defined as a full time clinical training period 
in a hospital to prepare the physician primarily for general 
practice and to meet the prerequisites for acceptance for ad- 
vanced training in the various specialties. 


B. BASIC INFORMATION RELATIVE TO INTERN — 
TRAINING 


1. The Bureau of Hospitals is charged with the respon- 
sibility of final recommendation of the hospital for approval 
for intern training. 

2. There must be evidence that the management of the 
hospital, the chairmen of the departments and the entire staff 
give thought, time and personal effort to provide the proper 
teaching and training of the intern. 

3. The minimum period of service for the completion 
of an approved internship shall be not less than twelve (12) 
months. 

4. Interns shall be required to spend sufficient time in 
the various departments to obtain a proper appreciation of the 
technics, values and services of the department. 

5. The intern’s period of service must be arranged to 
provide training on a rotating basis in the following: 
. Osteopathic medicine 
. Obstetrics and gynecology 
. Surgery 
. Radiology and clinical laboratory 
. And such other departments as the facilities of the 

hospital provide. 
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C. STAFF RESPONSIBILITY 


1. All members of the professional staff must assume 
collective responsibility in aiding the intern’s training. 

2. The professional departments of the hospital must be 
established and so coordinated that the intern may have the 
benefit of professional cooperation from all departments. 

3. The staff is obligated to see that sufficient emphasis 
is placed on the osteopathic concept and its application to osteo- 
pathic practice. 

4. Interns shall be assigned to meetings of the Tumor 
Board, Medical Record Committee, Mortality Review Com- 
mittee, Tissue Committee, General Staff and Departments. 

5. All interns shall be required to attend post mortem 
examinations. 


D. INTERN REQUIREMENTS 


1,-All interns must be graduate osteopathic physicians 
and be members of the American Osteopathic Association. 

2. The intern can not be permitted to participate in any 
professional or business activities outside of the jurisdiction of 
the hospital during the term of his internship. 

3. The intern shall not be permitted to participate in pri- 
vate, professional or clinical work where either the intern or 
others collect compensation for the intern’s services. 


III. Resident requirements, standards 


and regulations 
A. DEFINITION 

Resident training is defined as a full time training period ap- 
propriate to a specialty of not less than one year’s duration 
spent in an approved osteopathic hospital, planned and con- 
ducted for the purpose of providing advanced training in the 
designated specialty. All full time hospital training programs 
beyond the completion of internship and directed toward spe- 
cialty training shall be exclusively designed as residencies and 
in no case shall a specialty residency program exceed five (5) 
years duration. 


B. BASIC INFORMATION RELATIVE TO RESI- 
DENT TRAINING 

1. The Bureau of Hospitals is charged with the respon- 
sibility of final recommendation of the hospital for approval 
for resident training. 

2. Hospitals approved for the training of interns by the 
American Osteopathic Association are eligible to apply for 
resident training approval. 

3. Specialty hospitals not approved for intern training 
may be eligible to apply for a resident training approval in 
their designated specialty field. 

4. There must be evidence that the management of the 
hospital, the chairman of the department and the entire staff 
give thought, time and personal effort to provide the proper 
teaching and training of the resident. 

5. The resident must spend his full time in the work 
of the specialty. 

6. The resident cannot be permitted to participate in any 
professional or business activities outside of the jurisdiction of 
the hospital during the term of his residency. 

7. The resident shall not be permitted to participate in 
private, professional or clinical work where either the resident 
or others collect compensation for the resident’s services. 

8. The resident is prohibited from acting as a con- 
sultant. 

9. Insofar as possible the surgical resident shall be first 
assistant on all surgical procedures. 


C. STAFF RESPONSIBILITY 


1. All members of the professional staff must assume 
collective responsibility in aiding the resident’s training. 

2. The professional departments of the hospital must be 
so established and coordinated that the resident may have the 
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benefit of professional cooperation from all departments. 

3. The chairman of the specialty department or an 
active member of the department must be a certified specialist 
who by experience and teaching ability is qualified to imple- 
ment and conduct the residency training program in compliance 
with the standards and requirements of the Bureau of Hos- 
pitals and the designated specialty board. 

4. The physician responsible for the training program 
in the specialty department shall see that sufficient emphasis 
is placed on the osteopathic concept and its application to the 
specialty. 

5. The resident training program shall include: 

a. Adequate clinical and bedside personalized instruc- 
tion. 

b. Direct and comprehensive reading program. 

c. Preparation of papers in the specialty field and 
related subjects. 

d. Study of the basic sciences related to the specialty. 


D. RESIDENT REQUIREMENTS 

1. Applicants for resident training must be graduate 
osteopathic physicians having served a minimum of one year’s 
internship or its equivalent if graduated in 1942 or prior 
thereto. 

2. To be eligible for approved residency training all 
physicians graduated after December 31, 1948 must have served 
an internship of at least twelve (12) months duration in an 
osteopathic hospital approved for internship by the American 
Osteopathic Association. 

3. The physician must be a member of the American 
Osteopathic Association at the time of making application for 
residency training and must maintain membership during 
residency. 

4. The resident must maintain a satisfactory record of 
the work done in the specialty which must be submitted to the 
chairman of the department and the physician responsible for 
his training for review and verification each month and a copy 
filed with the hospital administrator. This record is to be avail- 
able for review at the time of the hospital inspection. 


IV. Applications 
REGULATIONS 

1. Hospitals must apply annually for evaluation by the 
Bureau of Hospitals for intern or residency training approval. 

2. If a hospital maintains more than one teaching unit 
under one professional staff, and the intern staff is on a rotary 
service between the units, the hospital shall be considered as 
one institution. Hospitals maintaining more than one teaching 
unit which are under separate professional staffs shall prepare 
an application and report form for each institution. Hospitals 
not maintaining a rotary service between the units will prepare 
an application and report form for each unit. 

3. Applications must be made on a form provided by 
the Bureau and must be filed in accord with the date specified 
on that form. The required fee must accompany the application. 

4. A separate application must be made for each resi- 
dency in the various specialties in which approval is desired. 


V. Contracts 
REGULATIONS 

1. Hospitals approved for training are required to exe- 
cute contracts with interns or residents on forms approved by 
the Bureau. 

2. Hospitals approved for the training of interns or 
residents shall report to the Bureau of Hospitals any changes 
in the personnel of the intern or residency staff which may 
occur during the year. 

3. Approved hospitals which knowingly solicit or accept 
interns or residents under contract to other hospitals shall 
forfeit for one year their rating as approved osteopathic hos- 
pitals. This penalty begins at the conclusion of the current 
approved year. 

4. In case of violation of contract by interns or resi- 
dents they may lose credit for time already served in the hos- 
pital and no approved osteopathic hospital may grant credit to 
those interns or residents during a period of twelve (12) months 
following date of breach of contract. 

5. Contract violations by interns, residents or hospitals 
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must be reported to the Bureau of Hospitals immediately fol- 
lowing the incident. 

6. At the completion of their service the interns or resi- 
dents shall receive from the hospitals a certificate attesting 
that they have satisfactorily fulfilled their period of training. 
These certificates shall be signed by the president and secretary 
of the governing body or by such other hospital authorities as 
may be designated. 


7. Intern selection and contracts are governed by the 
following : 

a. No application for intern training shall be accepted 
or considered before July 1 preceding the year of 
reporting to duty or at the beginning of the senior 
year, whichever occurs earlier. In consideration of 
intern contracts the senior year begins when the 
student has successfully completed the junior year. 


b. Letters or telegrams of appointment shall be mailed 
or sent by the hospital between January 5th and 
January 10th. The applicant is obligated to indicate 
his acceptance or rejection of appointments in writ- 
ing or by telegram dated no earlier than January 
15th. The acceptance of an intern appointment in 
writing or by telegram binds the applicant to com- 
plete and sign the intern training contract subse- 
quently submitted to him by the hospital. 

c. Violation of regulations governing intern selection 
and contracts shall be cause for revocation of hos- 
pital approval. 


VI. Inspection program and approval 


1. The purpose of the inspection program is to insure 
the following: 


a. Maximum benefits for the hospital patient in ac- 
cord with current standards of practice. 

b. Adequate educational programs for intern and resi- 
dent training. 

2. Inspections are conducted by inspectors approved by 
the Bureau of Hospitals. 

3. Inspections shall be permitted at any time following 
due notice. 

4. The Bureau of Hospitals recommends to the Board 
of Trustees of the American Osteopathic Association for ap- 
proval for intern and resident training those hospitals which 
meet the minimum requirements, standards and regulations in 
an acceptable manner. The Board of Trustees of the American 
Osteopathic Association is the final authoritative approving 
body for osteopathic hospitals. 

5. Hospitals will be informed of the final disposition of 
their applications. Approved hospitals shall receive a letter and 
a certificate of their approval status. 


6. A list of all osteopathic hospitals approved for the 
training of interns shall be submitted annually by the secretary 
of the Bureau of Hospitals to the secretaries of the examining 
boards in all states where an internship is required for licen- 
sure of osteopathic physicians and to such other agencies as 
the Executive Secretary of the American Osteopathic Asso- 
ciation may designate. 


7. Hospitals not granted approval may request an op- 
portunity for a hearing, the time and place to be designated 
by the Bureau, or they may apply for reinspection. 


8. Approval of a hospital may be withdrawn for cause 
at any time. 


Copies of this handbook may be had for fifteen cents from 
the Secretary, Bureau of Hospitals, 212 East Ohio Street, Chi- 
cago 11. 


DEPARTMENT OF PUBLIC RELATIONS 


No ban on air mail shipment of 
diagnostic specimens 


> The American Osteopathic Association sent a for- 
mal protest to the Post Office Department against a 
proposed amendment in Postal Regulations which 
would result in air carrier embargoes against shipment 
of etiologic agents by air mail. The protest pointed out 
that hospitals and physicians in outlying districts in 
particular must depend on laboratories at distant points 
necessitating use of air mail. It cited for example a 
certain osteopathic hospital laboratory which in a given 
day processes diagnostic specimens for a half dozen 
states. Numerous protests were filed by similar organi- 
zations. On October 1, 1958, the Post Office Depart- 
ment filed with the Federal Register a notice rescinding 
the proposed amendment. 


Civil Aeronautics Board 


> Three instances of in-flight heart attacks among 
airline pilots occurred in 1957. A study of military fly- 
ing personnel killed in airplane accidents also indicates 
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heart attacks as the cause in a number of cases. The 
Bureau of Safety of the Civil Aeronautics Board has 
invited comment before Ncvember 12, on its current 
proposal to amend civil air regulations to require an 
electrocardiogram in the physical examination for first 
class medical certificates, as follows: 

29.2 First class... . (e) Heart. (1) Applicants between 35 
years of age and 40 years of age, on the first examination fol- 
lowing age 35 shall demonstrate by electrocardiographic ex- 
amination an absence of myocardial infarction. (2) Applicants 
40 years of age or over shall demonstrate annually by electro- 
cardiographic examination an absence of myocardial infarction. 
The proposed use of the electrocardiogram on a manda- 
tory basis would be limited to the first class medical 
examination, as the first class medical certificate is re- 
quired only of those persons applying for or holding 
an airline transport rating as pilots in scheduled air 
transportation. In order to eliminate the possibility of 
an invalid interpretation by reason of a lack of skilled 
specialists in many areas where the physical examina- 
tions for first class medical certificates may be conduct- 
ed, all electrocardiographic tracings would be forwarded 
to the CAA medical division in Washington, D. C., for 
analysis at no cost to the applicant, and they would 
not be interpreted at the local level at the time of the 
examination. 
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A.0.A., state groups sponsor 
educational exhibits 


P Exhibits on osteopathic educa- 
tion were a part of four midwestern 
meetings of educators and public 
health administrators during late 
October and early November. The 
National Association’s traveling ex- 
hibit on education was again on 
view at a meeting of the American 
Public Health Association ; and pro- 
fessional and auxiliary groups in 
Michigan, Ohio, and Wisconsin had 
exhibits at three meetings of edu- 
cators and vocational counselors. 
The 1958 meeting of the Ameri- 
can Public Health Association was 
held in St. Louis, October 27 to 30. 
The A.O.A. exhibit, which featured 
the Rural Extension Clinics of the 
Kirksville College of Osteopathy 
and Surgery, Kirksville, Missouri, 
was staffed by Jack Hank, audio- 
visual director of the Division of 
Public and Professional Service. 
On the same weekend, the East 
Central Michigan Association of 
Osteopathic Physicians and Sur- 
geons took part for the fourth con- 
secutive year in the Career Guid- 
ance Program of the public schools 
of Michigan’s Genesee County. The 
3-day meeting was staged in two 
park field houses in Flint. One of 
seventy exhibits, the display of -os- 
teopathic vocational information 
was viewed by an estimated 12,000 
grade- and high-school students. 
Stephan A. Evanoff, D.O., Flint, 
chairman of the district committee 
on vocational guidance, was in 
charge of the osteopathic exhibit. 
Working with him were members 
ot the committee, Drs. Robert D. 
Belanger, David S. Lirones, Milton 
J. Rosenbaum, and Neil M. Wood- 
ruff, all of Flint. Members of the 
district auxiliary also cooperated in 
planning and staffing the exhibit. 
Dr. Evanoff headed the panel of 
physicians who acted as speakers 
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and counselors for vocational con- 
ferences held each morning of the 
guidance program. 

The Auxiliary to the Ohio Osteo- 
pathic Association of Physicians 
and Surgeons has this year inaugu- 
rated a 2-year public relations pro- 
gram, primarily for Ohio educators. 
At the Eastern Teachers Associa- 
tion Conference, held in Zanesville, 
October 24, the osteopathic auxili- 
ary had an exhibit of vocational 
and other educational materials. 
Mrs. John W. Lash, Akron, public 
relations chairman of the Ohio 
Auxiliary, heads this project. 

At the annual meeting of the 
Wisconsin Education Association, 
held in Milwaukee, November 6-8, 
members of the profession and 
Auxiliary cooperated in putting on 
an exhibit which featured the film, 
“Physician and Surgeon, D.O.,” 
and the distribution of osteopathic 
literature. This was the second year 
the Wisconsin Association has taken 
part in this meeting of educators. 

Stanley J. Bridges, D.O., West 
Allis, chairman of the Wisconsin 
Association’s Committee on Voca- 
tional Guidance, was in charge of 
the exhibit, assisted by Mrs. 
Bridges, acting chairman of the 
Auxiliary’s public relations com- 
mittee. 


A.O.A. publications receive 
awards, change format 


“Depth,” a folder just released by 
the Business Office, is already re- 
ceiving acclaim from artists and ad- 
vertising men for its arresting 
presentation and novel idea. It is 
the second in a series of three 
folders. 

The first, “A Potent Combina- 


tion,” was given an award for out- 
standing craftsmanship by the 
Hamilton Paper Company, Phila- 
delphia, in its 1957 Printed Speci- 
men Harvest. The A.O.A. again 
carried off a prize in the 1958 Har- 
vest for its booklet on education, 
“Focus on the Future,” which came 
off the press early in July. 

A change in format and an ex- 
tension of its audience have been 
put into effect in the P.&P.S. pub- 
lication, The A.O.A. News Bulle- 
tin. Put out for a number of years 
in mimeograph form as a service to 
editors of divisional society publica- 
tions, The Bulletin is now a four- 
page, printed news sheet. It is now 
being mailed, in addition to osteo- 
pathic editors, to health agencies, in- 
surance companies, foundations, and 
pharmaceutical houses. 


Staff travels 


> The convention of the Michigan 
Association of Osteopathic Physi- 
cians and Surgeons, held October 
6-8 in Grand Rapids, and the An- 
nual Clinical Assembly, held in Bos- 
ton, October 26-30, were attended 
by nine members of the National 
Headquarters Staff. 

Present at both meetings were 
Dr. True B. Eveleth, Robert A. 
Klobnak, and Otha W. Linton— 
Dr. Eveleth as Executive Secretary, 
Mr. Klobnak as director and Mr. 
Linton as press representative of 
the Division of Public and Profes- 
sional Service. Also at the Grand 
Rapids meeting were Lawrence W. 
Mills, director, Office of Education, 
and Jack Hank, audiovisual direc- 
tor of P. & P.S. 

At the Clinical Assembly, in addi- 
tion to Dr. Eveleth and Mr. Klob- 
nak, were Business Manager Wal- 
ter A. Suberg; Fditor Raymond 
P. Keesecker; Associate Fditors 
Katherine Becker and Betty Ka- 
nameishi; and Patricia A. Guin- 
and, secretary of the Bureau of 
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Hospitals. While in the east, Mr. 
Suberg also called upon advertisers 
in Philadelphia, Pittsburgh, and 
New York. 

A number of other assignments 
took these and other staff members 
away from Central Office during 
the month. Dr. Keesecker addressed 
the convention of the New York 
Osteopathic Society, held in Buffa- 
lo, October 11-12, and on October 
15, the student wives group of the 
Chicago College of Osteopathy, Chi- 
cago. In late September, he also 
attended the annual meeting of the 
American Medical Writers’ Asso- 
ciation, held in Chicago. Attending 
particular panel discussions were 
Mrs. Becker, Miss Kanameishi and 
Ann Conlisk, Assistant Editor. 

Mr. Mills visited nine colleges 
and universities in Indiana the third 
week of October. The schools in- 
cluded the University of Notre 
Dame, Notre Dame; Valparaiso 
University, Valparaiso ; St. Joseph’s 
College, Collegeville; Purdue Uni- 
versity, Lafayette ; DePauw Univer- 
sity, Greencastle ; Butler University, 
Indianapolis; Indiana University, 
Bloomington; Evansville College, 
Evansville; and Indiana State 
Teachers College, Terre Haute. 

Mr. Hank was in St. Louis Octo- 
ber 27-29 to staff the A.O.A. ex- 
hibit on osteopathic education at 
the annual meeting of the American 
Public Health Association. 

Mr. Klobnak spent the weekend 
of October 17 in Carbondale, IIli- 
nois, working with Dr. Sheldon S. 
Steinberg, assistant professor of 
health education, Southern Illinois 
University, in completing the 
A.O.A.-sponsored study of the ef- 
fectiveness of current methods in 
communication in health education. 
A complete report of this project, 
being conducted by the A.O.A. as a 
member of the National Health 
Council, will be published in an 
early issue of THE JOURNAL. 


Now is the time to mail 
Christmas seals 


Doctors and their wives who have 
ordered Christmas Seals to distrib- 
ute to the public are being reminded 
by national and state seal leaders 
that mid-November is the mailing 
deadline. 

“Seals received before Thanks- 
giving have a much better chance 
of attention,” said A.O.A. Execu- 
tive Secretary True B. Eveleth. 
“We urge everyone to realize that 
‘Now is the time!’ ” 


Vox. 58, Nov. 1958 


P.&P.S. PReviews and PRojects 


> Audio-Visual.—To facilitate 
the arrangement of osteopathic pro- 
grams, particularly for district and 
state meetings, the audio-visual de- 
partment of P.&P.S. continues its 
review of medical and health films. 
These films, produced by hospitals, 
health associations, research labora- 
tories, and pharmaceutical houses, 
are provided upon request. Unless 
otherwise specified, there is no 
charge other than postage. Included 
in the listings are recent films and 
films which, although older, retain 
their value. 


Here is the November listing: 


For the Nation’s Health—This 
Public Health Service orientation 
film presents a panoramic view of 
the activities of the principal health 
agencies of the Federal Govern- 
ment. It shows the growth of the 
Public Health Service from its in- 
ception in 1798, with limited care of 
sick and stranded merchant seamen, 
to its present far-flung programs in 
hospital and medical care, in medi- 
cal and biological research, and in 
public health. As administered in 
Public Health Service hospitals and 
clinics and laboratories and on such 
field assignments as Indian reserva- 
tions and Coast Guard duty, the 
range and variety of the work of 
the Public Health Service is ex- 
tremely interesting. 1957. 16 mm., 
filmograph (combination of photo- 
graphs and motion picture film), 
color, sound, 15 minutes. Surgeon 
General, Public Health Service 
(P), Washington 25, D.C. 


Peripheral Vascular Disease. 
The widespread occurrence of 
peripheral arterial and venous cir- 
culatory disease is pointed up in this 
film. The various occlusive arterial 
diseases (degenerative, inflamma- 
tory, those due to faulty neurogenic 
control, sudden arterial occlusion), 
are classified and discussed. This is 
followed by explanation of the 
physiology and function of large 
and small blood vessels in skin and 
skeletal muscles of the extremities. 
Clear distinction is made between 
the independent skin circulation and 
muscle flow and in their response 
to adrenergic drugs. Animated 
drawings show how sympathetic 
impulses elaborated at the neuro- 
muscular junction in the medial of 


the blood vessel walls influence di- 
lation and constriction of these ves- 
sels. 1957. 16 mm., color, sound, 
32 minutes. Medical Film Guild, 
Ltd., 506 West 57th St., New York 
19, New York, or Arlington-Funk 
Laboratories, 250 East 43rd Street, 
New York 17, New York. 


The Open Method of Burn Ther- 
apy.—This film depicts the role of 
first aid and the advantages and 
technics of open treatment of sec- 
ond and third degree burns. The 
closed dressing technic, for areas 
not amenable to the exposure tech- 
nic, is also described. Skin grafting 
with particular reference to stamp 
grafts and postoperative physiother- 
apy also are demonstrated. 1954. 
16 mm., sound, color, 20 minutes. 
Paul F. MacLeod, M.D., Medical 
Director, Eaton Laboratories, Nor- 
wich, New York. 


Still Going Places—This film 
demonstrates practical ways to aid 
chronically ill or acutely disabled 
patients of advanced years to live 
useful, self-sufficient lives. Exam- 
ples range from a 93-year-old car- 
diac patient who still does her own 
marketing to an 84-year-old, almost 
completely bedfast victim ot parkin- 
sonism who is still able to wash and 
feed herself. The basic principle 
underlining every case is that by 
promoting movement one preserves 
the ability to move. 

The thesis of the film is that aged 
patients with normal capacity for 
recovery will seldom need long-term 
institutional care once programs of 
active therapy, such as those shown 
in the film, are made available in 
community hospitals and through 
private physicians. 1956. 16 mm., 
sound, black and white, 40 minutes. 
Film Librarian, Pfizer Laboratories, 
630 Flushing Avenue, Brooklyn 6. 


Regional Analgesia for Surgery 
of the Head and Neck.—This is an 
anatomic study of the head and 
neck. It demonstrates technics for 
superficial and deep cervical man- 
dibular, mental, infraorbital, and 
medial orbital nerve blocks. 1957. 


16 mm., sound, color, 25 minutes. 
Professional Service Department, 
Astra Pharmaceutical Products, 
Inc., Neponset Street, Worcester 6, 
Massachusetts. 
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Current Literature 


Treatment of 
nausea and vomiting in children 
with prochlorperazine 


P THE USE OF prochlorperazine in 116 patients with 
a history of significant vomiting of known cause is de- 
scribed by G. L. Daeschner, M.D., F. T. Matthes, 
M.D., and C. W. Daeschner, Jr., M.D., in the August 
1958 issue of The Journal of Pediatrics. The 116 pa- 
tients ranged in age from 1 week to 13 years, and there 
were 61 males and 55 females. Duration of nausea was 
from 6 hours to 2 weeks. In most of the cases nausea 
and vomiting were associated with nonspecific gastro- 
enteritis, upper respiratory infections, or otitis media. 
An effective dose range was calculated on the basis of 
0.2 to 0.4 mg. per kilogram of body weight. Duration 
of therapy was from 8 hours to 5 days. In 54 patients 
(47 per cent) nausea and vomiting were suppressed 
completely within 2 to 3 hours after the first dose. 
When vomiting was controlled but food intake was not 
normal or when vomiting was occasional but the patient 
remained hydrated and gained weight, the results were 
considered good (50 patients or 43 per cent). Thus 90 
per cent of patients obtained prompt and significant 
relief. Transient drowsiness or dizziness occurred in 
27 (23 per cent) but did not seem related to dosage. 
Because extrapyramidal symptoms have been noted in 
some children taking unusually large doses or in chil- 
dren particularly sensitive to prochlorperazine, the phy- 
sician should exercise control over the dosage level, es- 
pecially in younger children. 


Some types of distress 
in the lower extremities 
simulating peripheral vascular disease 


P accorDING To Edgar A. Hines, Jr., M.D., in the 
July 1958 issue of The Medical Clinics of North 
America, pain, coldness, or swelling are not necessarily 
signs of a primary disturbance of circulation. In some 
cases a secondary and usually temporary circulatory 
change accompanying a nonvascular disease may lead to 
an incorrect diagnosis of primary vascular disease. As 
a rule, the distress of primary circulatory disturbance is 
characteristic, and in the case of the symptom complex 
called intermittent claudication, it always indicates an 
inadequate supply of arterial blood to the contracting 
muscles. Intermittent claudication is brought on only 
by continuous exercise and is relieved promptly when 
it is discontinued. The distance walked which induces 
the distress is rather remarkably consistent, so that if 
a patient has distress after two blocks walked one day 
and after three or four blocks another day shortly 
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thereafter, he most probably does not have intermittent 
claudication. Neurologic conditions that can cause con- 
fusion and may be misdiagnosed as peripheral vascular 
disease are tumors of the spinal cord or protruded in- 
tervertebral disks, especially when sciatica is associat- 
ed; neuroma of the peripheral somatic nerves ; periph- 
eral neuropathy; neuromuscular disorders, especially 
chronic muscular atrophy ; amyotrophic lateral sclero- 
sis; myasthenia gravis; and progressive muscular dys- 
trophies. Structural defects of bone and muscle which 
may cause difficulty in differential diagnosis are meta- 
tarsalgia, painful osteoporosis, degenerative disease of 
the joints, and “march” fracture. In such cases the 
taking of a careful history may disclose features that 
will rule out arterial insufficiency. In two of the au- 
thor’s cases, questioning revealed that distress occurred 
during standing or at rest, which is not symptomatic of 
arterial insufficiency. In addition, all peripheral arterial 
pulsations should be palpated, and a walking test should 
be done if the symptoms may be a result of the arterio- 
spam that occurs during walking. 


Clinical management of 
idiopathic hirsutism 
(adrenal virilism) 


> RESULTS OF A sTUDY of 45 women with hirsutism 
are presented in the August 23, 1958, issue of The 
Journal of the American Medical Association, by Wil- 
liam H. Perloff, M.D., Bertram J. Channick, M.D., 
Benedict Suplick, M.S., and Elsie R. Carrington, M.D. 
The subjects were compared with 16 normal women 
as to various clinical features and laboratory findings, 
particularly the 24-hour output of 11-desoxy, 11-oxy- 
genated, and total neutral 17-ketosteroids. In 7 of the 
patients the hirsutism was part of a surgically verified 
Stein-Leventhal syndrome ; in 22 it was associated with 
menstrual irregularities. There were 16 patients in 
whom the hirsutism, generally less severe than in the 
others, coexisted with regular menstrual rhythm. Pred- 
nisone, in daily doses of 7.5 to 15 mg., reduced total 
neutral 17-ketosteroid excretion to normal in all pa- 
tients and gave fair to good improvement in hirsutism. 
Amenorrhea, oligomenorrhea, and menometrorrhagia 
responded remarkably to prednisone. In view of the 
mounting evidence regarding adrenal causation of so- 
called idiopathic hirsutism, the authors suggest that this 
term be reserved for the few patients in whom the 
cause is still not determinable and that the term adrenal 
virilism be used for this disorder. Adrenal virilism is 
not merely a cosmetic nuisance but, rather, a metabolic 
disorder involving adrenocortical dysfunction that may 
lead to serious derangement of ovarian function. It 
should be diagnosed and treated early to prevent infer- 
tility. Women with hirsutism and elevated fraction 
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levels should be treated whether or not menstrual ab- 
normality exists, particularly when in the child-bearing 
age. The ideal therapeutic agent that would yield bene- 
ficial results without undesirable side effects is not yet 
available. At present, prednisone comes closest to 
fulfilling these requirements. 


Progesterone-induced withdrawal bleeding 
as a simple physiological 
test for pregnancy 


> THE USE OF progesterone in the diagnosis of early 
pregnancy in 102 women is reported by Glen E. Hay- 
den, M.D., in the August 1958 issue of the American 
Journal of Obstetrics and Gynecology. The patients, 18 
to 35 years of age, were selected only on the basis of 
previously regular menstrual periods and the distinct 
possibility that conception had occurred. Duration of 
amenorrhea was 35 to 70 days from the first day of the 
last menstrual period. Sixty-four patients failed to re- 
spond after progesterone administration, and a gesta- 
tion was confirmed in each instance. All the pregnan- 
cies were uneventful and normal term infants resulted. 
In 38 cases withdrawal bleeding occurred. With oral 
and vaginal administration the onset of withdrawal 
bleeding in 23 of 27, or 85 per cent of the patients, 
began between the third and seventh days from the day 
medication was stopped. Intramuscular administration 
produced a longer time interval, as was expected. The 
onset was between the eighth and fourteenth days in 8 
of 11 patients and was as long as 16 days in one pa- 
tient. In 36 cases in which follow-up was possible, 26 
(72 per cent) returned to normal menstrual cycles and 
no further evaluation or therapy was indicated or need- 
ed. The greatest advantage of this method of manage- 
ment is the fact that no laboratory equipment, animals, 
or specimens are needed. Since oral and vaginal modes 
of administration are as effective as the intramuscular, 
there is no need for injection or frequent office visits. 
There were no undesirable side reactions. This method 
is designed primarily for the brief or functional type 
of amenorrhea, and a thorough diagnostic study is es- 
sential in the patient with prolonged secondary amenor- 
rhea before such therapy is undertaken. 


Psychogenic abdominal pain 
in children 


P THE RESULTS OF a study of 43 children with unex- 
plained, recurrent abdominal pain are presented by 
James Marvin Baty, M.D., in the August issue of The 
American Journal of Gastroenterology. In addition to 
the routine hospital studies, the medical investigation 
included x-ray examination of the gastrointestinal tract 
and urinary tract and any other special studies that 
seemed individually indicated. Psychiatric evaluation 
included interviews with child and with parents, test- 
ing, and observation of the child on the wards and in 
the playroom of the hospital. Pain in these cases began 
between the ages of 4 and 8 years, with the majority 
having onset at 5 or 6 years. All the children had been 
examined by their physician during attacks of pain, 
and several had had previous hospital admissions for 
observation. In each family, one or more close rela- 
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tive, frequently one of the parents, had been having 
pain of some sort for years. Pains attributed to ulcers 
and actual peptic ulcers, recurrent abdominal pain, 
abdominal operations, chest pain, and frequent in- 
capacitating headaches were most commonly encoun- 
tered. The patients had had feeding difficulties during 
the first 3 months of life. The patients were charac- 
terized by their parents as worriers. The treatment of 
these patients consisted simply of reassuring the child, 
parents, and family physician. They were told that 
the pain originated in some way because of worry and 
tension and that if it recurred it should not be allowed 
to interfere with the child’s activities. They were also 
offered the opportunity to return for further discussion 
if the need arose. The results as measured by short- 
term follow-up were uniformly good. In all cases the 
pain became “no problem,”either being mild and spo- 
radic or disappearing entirely. 


Emergency surgery 
in the elderly patient 


> RESULTS OF A sTuDY of 169 surgical emergencies 
among 1,267 patients over age 65 are presented by Her- 
man A. Jacobson, M.D., and Peter Beaconsfield, M.D., 
in the September 1958 issue of the Journal of the 
American Geriatrics Society. Of the 169, 128 were 
operated on within 6 hours of admission to the surgical 
service, and none later than 24 hours. Acute abdominal 
conditions constituted the largest group—81 cases. In 
67 patients anesthesia was general, in 73 local, and in 
29 spinal. All surgical procedures except bowel or 
gastric resections took less than an hour to perform. 
Fifteen patients died, but all of the 19 patients over 
the age of 80 survived. Three patients died from over- 
hydration after surgery. Pulmonary edema developed 
in all three despite apparently normal cardiovascular 
and pulmonary reserves. Fluid and electrolyte replace- 
ment had been carefully estimated. Current reports 
show average mortality rate for elective surgery in pa- 
tients over 65 to be between 5 and 6 per cent and for 
emergency surgery between 15 and 20 per cent. In the 
authors’ study the figures are 4.9 per cent for elective 
surgery and 8.8 per cent for emergency surgery in 
1,267 patients operated on over a 2-year period. These 
results are remarkable in view of the fact that the hos- 
pital concerned is a charitable institution, so that many 
of the patients are admitted in a markedly debilitated 
condition resulting from poor environment, low eco- 
nomic status, and educational limitations. Because of 
the elderly patient’s decreased physiologic reserves and 
inability to tolerate prolonged stress, speed is impor- 
tant in preoperative treatment. If such treatment is 
continued for much longer than 6 hours, deterioration 
in the general condition starts to undermine the bene- 
fits of preparation. Although routine digitalization is 
not advocated, when there is doubt as to the cardiac 
reserve, it should be remembered that digitalization 
apparently increases tolerance to major surgery. Since 
the necessity for undergoing surgery may create de- 
pression and resignation to death in the elderly patient, 
it is important that the physician be solicitous and en- 
couraging. In geriatric surgery best results are ob- 
tained with local anesthetics, and they should be used in 
every possible instance. When local anesthesia is not 
practical, spinal anesthesia should be considered. When 
a general anesthetic is selected, it should be used in 
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conjunction with muscle relaxants. The elderly patient 
shows poor tolerance to long procedures. With few ex- 
ceptions, operations extending much over 2 hours are 
either unnecessary or incompetently performed. Post- 
operative fluid and electrolyte replacement should be 
conservative. Postoperative breathing exercises should 
be done often and regularly. Early ambulation and 
self-care are desirable. 


Peroneal paralysis— 
a hazard 
of weight reduction 


P THE ALMOST UNIVERSAL interest in weight reduc- 
tion and a coincidental disposition to sit for hours with 
crossed legs before a television set may lead to increased 
incidence of peroneal paralysis, says Bertram E. Sprof- 
kin, M.D., in the July 1958 issue of the A.M.A. Ar- 
chives of Internal Medicine. When the common pero- 
neal nerve is injured, as is often the case in leg-crossing 
paralysis, the affected foot cannot be dorsiflexed at the 
ankle nor can its toes be extended, owing to involve- 
ment of the deep peroneal branch. There is also inver- 
sion of the foot, since the peroneal muscles supplied by 
the superficial peroneal nerve are also affected. This 
combination of paralyzed muscles usually leaves the foot 
in an equinovarus position. When only the deep pero- 
neal nerve is involved, there is no inversion of the 
dropped foot and the sensory deficit is not significant. 
Weight loss and compression of the peroneal nerve by 
leg crossing are considered the prime causative factors 
in this pressure mononeuropathy. Loss of fat may de- 
prive the nerve of an element of protection, and some 
authors emphasize that compression of the nerve is 
more likely to occur in tall, slender, long-legged per- 
sons. Crouching, squatting, and kneeling may also in- 
jure the peroneal nerve. Since the nerve is relatively 
fixed, flexion at the knee causes it to be stretched and 
simultaneously compressed against the neck of the fibu- 
la. The disorder is commonest in middle-aged or elder- 
ly persons who have lost weight and are obliged to 
become inactive. Patients with thyrotoxicosis and se- 
vere mental depression were found to be particularly 
susceptible. In differential diagnosis, this relatively un- 
important mononeuropathy should not be confused with 
cerebral vascular disease on the one hand or psycho- 
neurosis on the other. 


The use of digoxin 
in infants and children 


P THE USE OF digoxin in 86 children with congestive 
failure or arrhythmias is reported by Anna J. Hauck, 
M.D., Patrick A. Ongley, M.B., Ch.B., and Alexander 
S. Nadas, M.D., in the September 1958 issue of the 
American Heart Journal. The group included 48 males 
and 38 females ranging in age from newborn to 15 
years. Dosage for digitalization of patients up to 2 
years of age was found to be about 0.04 mg. per pound 
of body weight in 24 hours. Children over age 2 re- 
quired about 0.02 to 0.03 mg. per pound. Maintenance 
in both groups could be achieved, generally, with daily 
administration of one third of the digitalizing dose. 
Exceptions to this schedule made it mandatory that 
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digitalization be individualized. Definite clinical or 
electrocardiographic evidences of toxicity were ob- 
served in 22 patients, in many of whom excessive 
dosage was deliberately given in an attempt to achieve 
therapeutic results. The toxicity was mild in most and 
reversible in all. These children with congestive failure 
and arrhythmias responded variably to digoxin. On 
the whole, the cyanotic group responded least well and 
patients with paroxysmal atrial tachycardia best. A\I- 
though congestive failure was often marked and the 
underlying heart disease severe, especially in the cya- 
notic infant group, the judicious use of digoxin in in- 
creasing amounts produced considerable amelioration 
of symptoms in many. In some cases, particularly in 
the unusual arrhythmias, no adequate therapeutic effect 
could be achieved without toxicity. The fairly rapid 
elimination of digoxin and the consequent short dura- 
tion of toxicity permitted its use to be liberal. In some 
cases, cautious yet rapidly progressive increases in dose 
produced prompt improvement. With a longer-acting 
preparation such a procedure would have been slower 
and possibly more dangerous. Vomiting was more 
prevalent than it is with digitoxin, but this was not a 
major factor in management and therefore only a slight 
disadvantage as compared to digitoxin. The disad- 
vantage of losing all effect of digoxin if its use is dis- 
continued inadvertently at home proved negligible. 
Careful instruction of parents was helpful in this re- 
spect. The authors emphasize the necessity for individ- 
ualization of dosage and for administration until thera- 
peutic effects are achieved or toxicity appears. 


Frequency of 
cardiac disease in patients 
with strokes 


> tO DETERMINE THE actual frequency of acute car- 
diac disease in patients with symptoms of stroke, John 
P. Glathe, M.D., and Richard W. P. Achor, M.D., 
studied the records of the 155 adult residents of Ro- 
chester, Minnesota, who were seen at the Mayo Clinic 
during 1955 and who had a primary diagnosis of dis- 
ease of the central nervous system. The results are 
presented in the August 20, 1958, issue of the Proceed- 
ings of the Staff Meetings of the Mayo Clinic. In 66 
(43 per cent) of these patients, the acute symptoms 
were ascribed to cerebrovascular disease. Of the 66 pa- 
tients, 8 (12 per cent) had simultaneous acute myo- 
cardial infarction associated with their illness; 3 had 
concomitant acute coronary insufficiency ; 4 had other 
concurrent cardiac disease productive of emboli to 
cerebral arteries ; and in 4 additional patients with cere- 
bral symptoms there was a strong likelihood of associat- 
ed acute coronary insufficiency. It was surprising to 
find that of the 66 patients with presenting symptoms 
of stroke, 15 (23 per cent) had associated acute cardiac 
disease. Hence in all patients with the clinical picture 
of cerebrovascular disease, it is important to be aware 
that not uncommonly cardiac disease may be at fault. 
Rapid restoration of adequate blood pressure, correc- 
tion of cardiac arrhythmias or cardiac failure, and use 
of anticoagulants may be lifesaving, and a stroke that 
seemed initially to be catastrophic may clear rapidly. A 
careful examination for cardiac disease should be car- 
ried out in every patient with recent signs and symp- 
toms suggesting cerebrovascular insufficiency. This 
would include liberal use of the electrocardiogram early 
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in the illness, especially in patients who are unable to 
communicate satisfactorily. Failure to maintain ade- 
quate systemic blood pressure because of myocardial 
infarction is a reasonable explanation of the causative 
mechanism, but greatly lowered blood pressure result- 
ing from extracardiac causes may lead to acute myo- 
cardial ischemia with or without infarction, especially 
when serious occlusive disease of the coronary arteries 
is present. Since coronary and cerebral atherosclerosis 
are frequently associated, a profound drop in blood 
pressure could probably produce concurrent insuffi- 
ciency of blood flow in both vascular systems with their 
resultant clinical manifestations. Also, if the stroke 
were primary and produced a state of vascular collapse, 
this in turn could cause acute coronary insufficiency 
with or without myocardial infarction. Thus one can- 
not always be sure which findings are cause and which 
are effect. 


Acroparaesthesia in myxoedema 


P A CLINICAL AND electromyographic study of acro- 
paresthesia in myxedema is described by I. P. C. Mur- 
ray, M.B., and J. A. Simpson, M.B., in the June 28, 
1958, issue of The Lancet. Of the 35 consecutive pa- 
tients, 26 complained of paresthesia of the fingers 
which tended to occur during certain activities, such as 
knitting, sewing, and washing, or during the night, 
when it often prevented sleep or awakened the patient. 
Both hands were involved in 20 patients; 17 said the 
little finger and sometimes the ring finger were not in- 
volved ; and 7 described involvement of all fingers. In 
2 numbness was limited to the ulnar side of the hand, 
Evidence of sensory impairment was present in 8 
cases ; 6 of these and 2 further patients without sensory 
loss showed muscle atrophy. The motor changes usual- 
ly consisted in weakness and atrophy of the abductor 
pollicis brevis and the opponens pollicis muscles. On 
electromyography with coaxial needle-electrodes the 
classical signs of partial denervation (spontaneous fi- 
brillation and reduced motor-unit activity) were noted 
in 5 patients with objective weakness. Conduction 
velocity was examined in 11 cases and was found to be 
much increased in 3. No unusual retardation was ever 
detected in the ulnar nerve. The clinical and electro- 
myographic findings indicate that the neuropathy is re- 
stricted to that part of the median nerve distal to the 
wrist, comparable in every way to the common carpal- 
tunnel syndrome. No correlation was noted between 
the presence of neuropathy and the severity of myx- 
edema. Many patients with neuropathy were consid- 
ered to have only mild myxedema, whereas the most 
severely myxedematous patient in the series had no 
neuropathy. A clear relationship was established be- 
tween the clinical response to treatment of the myxede- 
ma and the disappearance of the acroparesthesia. When 
30 of the 35 patients had become euthyroid, only 3 of 
the 30 still noted occasional nocturnal paresthesia. The 
body weight appears more significant than the degree 
of hypothyroidism. Severe myxedema without exces- 
cessive body weight was not accompanied by acropares- 
thesia, whereas slightly myxedematous patients had this 
symptom if they were overweight. Good metabolic 
response to treatment was not associated with recovery 
from acroparesthesia if there was not significant weight 
loss. The original hypothesis of diminished conduction 
of nerve due to hypometabolism was not confirmed. 
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The clinical and experimental findings indicate com- 
pression of the median nerves in the carpal tunnels. 
The paresthesias and paresis are probably caused by 
accumulation of myxedematous tissue under the flexor 
retinaculum of the wrist. 


Constitutional stigmas 
associated with 
endometrial carcinoma 


> a stupy oF 50 women with proved endometrial car- 
cinoma is described by James D. Garnet, M.D., in the 
July 1958 issue of the American Journal of Obstetrics 
and Gynecology. This group and a control group of an 
additional 50 women were studied for glucose toler- 
ance. The patients in the control group were all 40 
years of age or older, in whom there was no evidence 
of pre-existing diabetes, and none had endometrial car- 
cinoma. A third group of 12 women, all of whom had 
a histologic diagnosis of atypical adenomatous hyper- 
plasia of the endometrium, was also studied for glucose 
tolerance. The patients in all three groups were ana- 
lyzed in regard to age, obesity, parity, hypertension, 
and age at menopause. In the 50 patients with proved 
endometrial carcinoma, about two-thirds had a diabetic 
type of glucose tolerance curve. Half of these patients 
could be considered to have a severe degree of abnor- 
mal glucose tolerance and unquestionable diabetes. The 
remaining one-half had curves indicative of mild or 
questionable diabetes. Unquestionable diabetes was 
found to be three times as common in the patients with 
carcinoma as in those without carcinoma. A reduced 
degree of glucose tolerance was about twice as frequent 
in the carcinoma patients as in those without the dis- 
ease. Of the 12 patients with adenomatous hyperplasia, 
two-thirds had a diabetic type of glucose tolerance 
curve, which is comparable to the group in which un- 
equivocal malignancy was present. These findings ap- 
pear to add further evidence to the hypothesis of pro- 
longed and excessive secretion of the diabetogenic 
growth hormones of the anterior pituitary. Obesity, 
hypertension, nulliparity, and irregular uterine bleed- 
ing at the time of menopause occurred with sufficient 
frequency in patients with endometrial carcinoma to be 
of diagnostic significance. The same symptom complex 
was noted in the smaller group of patients with adeno- 
matous hyperplasia of the endometrium. This suggests 
a common metabolic disorder in patients with endo- 
metrial carcinoma and those with adenomatous hyper- 
plasia. 


The use of absorbable gelatin film 
(Gelfilm) in ophthalmic surgery 


> ABSORBABLE GELATIN FILM (Gelfilm) is a material 
ideally suited to ocular surgery in view of its non- 
antigenicity, lack of undue inflammatory action, and 
slow absorbability, says Joseph Laval, M.D., in the 
July 15, 1958, issue of the New York State Journal of 
Medicine. When dry it feels and behaves like cello- 
phane of approximate thickness; when wet it has a 
soft, rubbery consistency. It is used in glaucoma sur- 
gery when an iris inclusion operation is performed to 
prevent adhesions between the conjunctiva and the 
sclera. The Gelfilm absorbs in 2 or 3 months, leaving 
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a clear filtration area with no adhesions. In cases of 
detached retina, after diathermy punctures have been 
made, with or without sceral resection of a vitreous im- 
plant, and before the individual rectus muscles are 
sutured back to their insertions, a flat piece of Gelfilm 
is placed against the sclera under the muscle. The 
muscle is sewn over the Gelfilm. A separate piece of 
Gelfilm is then placed between the muscle and the 
conjunctiva and the conjunctiva is sewn over the Gel- 
film. If a secondary operation is necessary, the con- 
junctiva and muscles can be dissected free without un- 
due bleeding because adhesions have been prevented by 
Gelfilm. In cyclodiathermy operations the Gelfilm is 
placed over the sclera before the conjunctiva is sewn 
in place. Gelfilm is also useful to prevent adhesions and 
to obtain better motility in ocular muscle surgery. 


Hypokalaemia 
following chronic diarrhoea 
from overuse of cascara and 

a deficient diet 


> IN THE July 12, 1958, issue of The Lancet, J. D. 
Aitchison, M.B., describes the case of a man, 78, with 
severe hypokalemia and severe muscular weakness of 
the limbs. Because of the associated muscle weakness, 
an initial diagnosis of cerebral thrombosis was made, 
but a routine electrocardiogram showed changes indi- 
cating hypokalemia, which was confirmed biochemical- 
ly. The patient was depressed and lonely and had the 
idea that he was being shunned because of an unpleas- 
ant smell resulting from food rotting inside his body. 
He had, consequently, taken two cascara tablets three 
times a day for months, if not years, and considered 
himself constipated if he had fewer than three bowel 
movements a day. The urinary content of potassium 
was found to be low. The only abnormalities in the 
urinary system were impairment of concentrating and 
diluting powers, which returned to normal after the 
potassium depletion had been treated. A renal defect 
of this kind known to result from potassium deple- 
tion. The serum potassium level rose slightly without 
any treatment other than the withholding of laxatives 
and the giving of an adequate diet, and the level was 
brought to the lower limit of normal by administration 
of 5 grams of potassium chloride. The total potassium 
supplement was 16 grams of potassium chloride. No ab- 
normality was found in the gastrointestinal tract, and 
normal bowel function was restored when use of laxa- 
tives was discontinued. It is concluded that the potas- 
sium depletion and hypokalemia with weakness of the 
limbs resulted from increased fecal excretion associat- 
ed with low intake of potassium. 


Postoperative aspiration pneumonitis 


P ASPIRATION PNEUMONITIS, otherwise called acid as- 
piration syndrome of Mendelson, though not new has 
become better understood during the last decade, ac- 
cording to Gerald L. Baker, M.D., and Gilbert W. 
Heublein, M.D., in the July 1958 issue of The Ameri- 
can Journal of Roentgenology, Radium Therapy and 
Nuclear Medicine. Regurgitation and aspiration occur 
occasionally during anesthesia, immediately after re- 
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covery from anesthesia, or during the induction phase 
of anesthesia. In some instances the anesthetist may be 
unaware that regurgitation and aspiration have taken 
place; this condition is known as “silent regurgitation 
and aspiration.” The roentgen findings are nonspecific, 
and though aspiration pneumonitis may be suspected, 
it should be emphasized that diagnosis is somewhat 
equivocal without a history of aspiration. The primary 
pathologic changes are apparently due to the acid pH 
of the gastric contents. The enzymes and bacteria 
present are of little or no importance in the pathogene- 
sis, although bacteria may play a significant role in 
production of secondary complications. Other compli- 
cations may follow obstruction of the bronchial tree by 
aspirated material or by the exudative parenchymal re- 
action caused by such material. Prompt preventive 
measures, including bronchoscopy, are not wholly suc- 
cessful. The roentgen appearance, though nonspecific, 
should be carefully weighed in postoperative cholecys- 
tectomy cases and following delivery when there is a 
history of regurgitation or aspiration. In many in- 
stances all modern means and methods will not prevent 
fatal termination. By being aware of this entity and 
by establishing an early roentgen and clinical diagnosis, 
the incidence of such fatal terminations may be sub- 
stantially reduced. 


Methylphenidate hydrochloride therapy 
after attempted suicide 


> METHYLPHENIDATE (Ritalin) hydrochloride, a cen- 
tral nervous system stimulant with a wide margin of 
safety, may be helpful in the treatment of patients who 
have taken an overdose of barbiturate or nonbarbiturate 
sedatives, according to Evelyn Parker Ivey, M.D., in 
the August 23, 1958, issue of The Journal of the Amer- 
ican Medical Association. The case is reported of a 
woman, 35 years of age, who had taken etlichlorvynol 
(Placidyl) and methyprylon (Noludar) in a suicide 
attempt. She appeared moribund and remained in coma 
about 45 hours. Electrostimulation, used during the 
first 14 or 15 hours, appeared helpful in maintaining 
respiration. There were a number of complications. A 
period of apnea that occurred during minimal electro- 
stimulation responded to treatment with continued elec- 
trostimulation, artificial respiration, and pentylene tet- 
razol (Metrazol). An anesthetist inflated the lungs at 
regular intervals as a further preventive measure 
against atelectasis. Despite intensive medical treatment 
and supervision, atelectasis and bronchial pneumonia 
did develop, necessitating a tracheotomy. Subsequent 
complications of acute gastroenteritis and_ bilateral 
thrombophlebitis of the saphenous vein required contin- 
ued active medical treatment, which was finally reward- 
ed by recovery of the patient. Intravenous administra- 
tion of isotonic sodium chloride with levarterenol was 
helpful in elevating blood pressure, but when marked 
drops in pressure continued to occur methylphenidate, 
50 mg. intravenously, caused a dramatic response. 
Methylphenidate has properties that lie somewhere be- 
tween those of caffeine and the amphetamines but is 
chemically unrelated to these preparations. Its value in 
reducing the recovery time from various anesthetics 
has been reported by a number of observers. Its ability 
to potentiate the pressor response to levarterenol bitar- 
trate suggests additional indications, as well as the need 
for caution when the two medicaments are used. 
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The Stein-Leventhal syndrome 


P ACCORDING TO Irving F. Stein, Sr., M.D., in the 
August 28, 1958, issue of The New England Journal 
of Medicine, the Stein-Leventhal syndrome consists of 
a history of secondary amenorrhea and sterility, find- 
ing of bilateral and symmetrically enlarged ovaries, 
and excretion of normal amounts of 17-ketosteroids 
and follicle-stimulating hormone in the urine. In about 
50 percent of patients there is a varying degree of 
hirsutism; there is no virilism. Breasts are smaller 
than normal in 50 per cent, and there is uterine hypo- 
plasia in 75 per cent. Diagnosis rests on history and 
physical and pelvic findings, corroborated by or first 
revealed by one of the visual methods of diagnosis. 
Gynecography is the preferred visual method. For 
differential diagnosis, steroid excretion tests should be 
used, particularly in relation to the adrenogenital syn- 
drome, in which such tests usually give abnormal re- 
sults. Treatment is surgical, and bilateral ovarian 
wedge resection is the recommended technic. The 
wedge excision should be moderate, with sufficient tis- 
sue for biopsy and to permit puncture of the cystic 
follicles from within the incision, at the same time re- 
ducing the ovary to approximately normal size (to 


avoid diagnostic errors on subsequent examination). * 


Selection of patients for wedge resection is of prime 
importance. Neither sterility or amenorrhea, or both, 
nor the finding of enlarged ovaries alone is sufficient 
basis for surgical intervention. The diagnosis should 
not be made at the time of operation ; laparotomy is re- 
served for the therapeutic approach after the diagnosis 
has been established. Of 71 women who underwent 
bilateral wedge resection for polycystic ovaries of the 
Stein-Leventhal syndrome, 63 (88.7 per cent) became 
pregnant one or more times. There were no ectopic 
pregnancies, no cases of carcinoma of the endometrium, 
and no recurrence of bilateral polycystic ovaries. 


Fatal reaction following 
the ingestion of meprobamate 


P ALTHOUGH THE RARITY and mildness of the side- 
effects of meprobamate (Miltown, Equanil) were em- 
phasized in earlier reports, recently numerous accounts 
of untoward reactions to this drug have appeared in 
the literature. In the September 1958 issue of the 
A.M.A. Archives of Internal Medicine, E. Victor Ad- 
lin, M.D., Paul B. Sher, M.D., and Nathaniel G. Berk, 
M.D., report a case which they believe represents a 
fatal reaction to meprobamate. The patient, a 50-year- 
old woman, took for the first time 2 or 3 tablets of 
Meprolone-2 (2 mg. of prednisolone, 200 mg. of 
meprobamate, and 200 mg. of dried aluminum gel), 
which had been prescribed for an osteoarthritic condi- 
tion. The case was similar in many ways to the report- 
ed cases of meprobamate reactions. The patient suf- 
fered burning and itching under the breasts shortly 
after her first dose of the drug. When she took the 
drug again 12 days later, an erythematous and purpuric 
rash developed, together with fever, nausea and vomit- 
ing, hypotension, and leukocytosis. Unlike previous 
cases, in which response to antihistamines and steroids 
was rapid and complete, the patient showed progres- 
sively more toxicity, developed renal failure and gastro- 
intestinal bleeding, and died 7 days later. Postmortem 
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examination showed a wide variety of lesions, includ- 
ing evidence of necrosis in the skin and spleen; degen- 
erative changes in the cerebellum, liver, and renal 
tubules ; inflammatory reactions in the pancreas, lungs, 
and colon; and vascular lesions in the cerebrum, der- 
mis, and gastrointestinal mucosa. Although the tablet in- 
gested contained prednisolone as well as meprobamate, 
the patient had been taking prednisone for 17 days pre- 
viously and had suffered no reaction. The similarity of 
the early signs and symptoms in this case to those de- 
scribed in previous cases of meprobamate reactions 
seem to point to this drug as a likely offender. 


Clinical patterns 
of peptic ulcer 
after sixty 


P A REVIEW OF 430 patients over 60 years of age hos- 
pitalized for peptic ulcer was made by Condict W. 
Cutler, Jr., M.D. The results are presented in the July 
1958 issue of Surgery, Gynecology and Obstetrics. It 
was noted that while peptic ulcers most commonly de- 
veloped in the middle years of life they often persisted 
in spite of medical and even surgical treatment and 
were tolerated until the later years. Nearly one-fifth of 
all ulcer patients admitted to Roosevelt Hospital in New 
York between 1940 and 1955 were over 60 years of 
age. They had suffered such distress or such serious 
complications that they sought hospital care for relief. 
Relatively few ulcers developed for the first time after 
age 60, and these were often manifested by severe 
hemorrhage or by perforation either with symptoms 
of short duration or sometimes without premonitory 
complaint. The late complication most frequently creat- 
ing a true emergency was hemorrhage, and in a fair 
proportion of cases bleeding had occurred before, per- 
haps periodically, over a period of years. Cases in 
which bleeding was the first ulcer symptom occurring 
after 60 were likely to be particularly severe and dan- 
gerous. Perforation of stomach or duodenum was the 
second serious emergency in point of numbers, and it 
usually occurred in old and chronic cases of ulcer 
and less frequently as the result of late-developing ul- 
ceration. It was shown that obstruction of the stomach, 
while a less acute emergency, still demanded active 
treatment if the patient was to survive, and it was ob- 
served that those patients almost without exception 
had long-standing ulcer complaints. Many cases of 
hemorrhage, especially if massive or recurrent, de- 
manded surgical intervention. When conditions were 
favorable and the circumstances warranted, subtotal 
gastrectomy was justifiable and safer than permitting 
continuance of bleeding, and in the great majority of 
cases it was successfully undertaken. Perforation of 
the stomach or duodenum demanded surgery, and, in 
this age group, the operation of simple closure was the 
safest. In obstruction and intractability, unless the pa- 
tient’s status was favorable and there was reasonable 
assurance of the safety of subtotal gastrectomy in the 
particular case, a less hazardous if less ideal procedure 
seemed preferable except when cancer was seriously 
suspected. In all types of complication except perfora- 
tion the results of medical therapy as distinct from sur- 
gery were by no means to be despised. The success of 
skilled medical care in many of these older patients 
was a matter of record and well warranted its contin- 
ued judicious employment. 
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> EROGENEITY AND LIBIDO. Addenda to the Theory 
of the Psychosexual Development of the Human. Volume One, 
Psychoanalytic Series. By Robert Fliess, M.D. Cloth. Pp. 
325. Price $7.50. International Universities Press, Inc., 227 
West 13 Street, New York 11, N.Y., 1956. 


Dr. Fliess has written a difficult but rewarding 
book. It presumes throughout an intensive familiarity 
with the details and perplexities of psychoanalytic 
theory—a quality which has become rarer, not com- 
moner, with the increasing absorption of some Freudian 
ideas in psychiatry. 

Robert Fliess is a classical psychoanalyst. As such, 
he of necessity presents a certain difficulty to present- 
day psychoanalysis by discussing problems in almost 
exclusively sexual terms. There is hardly a mention of 
“the need for security” or “dependency” which be- 
come more current in analytic circles as they get 
farther from their Freudian home base. The author 
has little use for concepts of “ego autonomy” or “neu- 
tralized instinct energy” that have done so much to 
bring analysis into harmony with academic psychology 
and psychiatry. 

Dr. Fliess is a conservative Freudian. His work 
and interests derive from the psychoanalytic work of 
the 1920’s, when Freud, Abraham, and Ferenczi were 
disturbing the peace of the world. 

Typical of his approach to questions is the abun- 
dance of clinical illustration and continual reference to 
works of art for evidence and confirmation of his ideas. 
Thus, Leonardo da Vinci’s famous anatomic drawing 
of the sex act is shown to reflect masturbation rather 
than genital union and leads Fliess to a consideration 
of the stone as a phylogenetic, urethral-erotic symbol of 
a child in the womb. To illustrate how the incest com- 
plex contains a wish for the mother’s breast, he ana- 
lyzes the meaning of the handkerchief in Othello. The 
Merchant of Venice reinforces his case material about 
frustrated cannibalistic urges, so often ignored in con- 
temporary psychiatry. A large part of the book is de- 
voted to discussion of “the partial subject” and “the 
partial object” which play such an important part in 
the pathology of psychosis. And Dr. Fliess closes his 
work with a delightful consideration of the Papageno- 
Papagena duet in Mozart’s Magic Flute, illuminating 
his theory of coitus as a union of regressive egos that 
incorporate each other as partial objects. 

In his introduction, Dr. Fliess anticipates that 
some readers, who have learned a lot about his father 
from current biography of Freud, may jump to the con- 
clusion that his own views are mere projections of past 
personal problems. His father, Wilhelm Fliess, despite 
many ideational extravagances, was largely responsible 
for the emphasis on bisexuality in Freud’s scientific 
work. And his concept of periodicity and his theory 
that repression is always a turning away from the op- 
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posite sex in human nature, although not accepted by 
Freud and his followers, still remain as outlines of 
many unsolved problems. 

In this sense, Erogeneity and Libido is the work 
of a worthy heir. It is a book abounding in remarkable 
observations, ideas, and questions about instincts and 
their cultural manifestations. It repays the labor of 
study and promises even greater rewards on re-reading. 

Ceci. Harris, D.O., M.Sc. (Psy.), F.A.C.N. 


«> THE CARE OF THE PATIENT IN SURGERY IN- 
CLUDING TECHNIQUES. By Edythe Louise Alexander, 
R.N., B.S., M.A., Director of Nursing Service and Principal 
of the School of Nursing, Lutheran Medical Center, Brooklyn, 
N.Y., Formerly Supervisor of Operating Rooms and Associate 
Director of Nursing Service at the Roosevelt Hospital, New 
York, N.Y.; formerly Supervisor at Mountainside Hospital, 
Montclair, N.J., and of the Private Pavilion Operating Rooms, 
New York Hospital, New York, N.Y. Ed. 3. Cloth. Pp. 840, 
with illustrations. Price $12.75. The C. V. Mosby Company, 
3207 Washington Boulevard, St. Louis 3, 1958. 


The completely revised third edition of this text 
for operating room nurses has grown to more than 800 
pages. 

After a five-chapter illustrated introduction to 
facts on operating facilities and common procedures 
for safety, intended for administrators and teachers as 
well as nurses, the remainder of the book is arranged 
according to the various services—for example, tho- 
racic, cardiac, vascular, abdominal—for orientation of 
nurses. Each chapter includes anatomy and physiol- 
ogy involved, the objectives, treatment plan, technics, 
and tools, all of which may have to be adapted to indi- 
vidual patients and operating rooms. 

An unfortunate error occurs on page 83, lines 3 
and 4, where the word “downward” refers to a facing 
illustration in which the hands of the scrubbing nurse 
are held correctly upward. In general, however, the 
book is very fine. 


® CONGENITAL ANOMALIES OF THE HAND AND 
THEIR SURGICAL TREATMENT. By Arthur Joseph 
Barsky, M.D., D.D.S., Attending Surgeon for Plastic Surgery, 
Mt. Sinai Hospital, New York City; Professor of Clinical 
Surgery, Albert Einstein College of Medicine, New York 
City; Attending Plastic Surgeon, The Bronx Municipal Hospi- 
tal Center, New York City; Attending Plastic Surgeon, Beth 
Israel Hospital, New York City; Attending Plastic Surgeon, 
Bronx Hospital, New York City; Consulting Plastic Surgeon, 
New York State Rehabilitation Hospital, West Hoverstrow, 
New York; Consulting Plastic Surgeon, Beth El Hospital, 
Brooklyn, New York; Fellow of the New York Academy of 
Medicine; American Board of Plastic Surgery; American So- 
ciety for Surgery of the Hand; American Society of Plastic 
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and Reconstructive Surgery; American Association of Military 
Surgeons; Associate Member of the Brazilian College of Sur- 
geons, British Association of Plastic Surgeons, and Mexican 
Association of Plastic Surgeons; Formerly Lieutenant Colonel, 
M.c., A.U.S. Cloth. Pp. 165, with illustrations. Price $5.75. 
Charles C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 


This monograph is based on 165 cases in the au- 
thor’s experience and a survey of the literature cover- 
ing the last 35 years. 

Before discussing step-by-step surgical treatment 
of various types of the anomalous hand, the author 
takes up the incidence, etiology (from both genetic and 
environmental standpoints), and embryology of con- 
genital malformations. He does not attempt classifica- 
tion, since congenital deformities of the hand are often 
complicated and multiple. 

A glossary, 188 illustrations, and a 14-page bibli- 
ography are included. 


>» HEART DISEASE—Cause, Prevention, and Recovery. 
By Philip S. Chen, Ph.D., Professor of Chemistry and Chair- 
man of Division of Natural Sciences, Atlantic Union College; 
with the assistance on Part I of Philip S. Chen, Jr., Ph.D. 
Cloth. Pp. 189, with illustrations. Price $3.00. The Chemical 
Elements, Box 315, South Lancaster, Massachusetts, 1958. 


®» SOYBEANS for Health, Longevity, and Economy. By 
Philip S. Chen, Ph.D., Professor of Chemistry, Atlantic Union 
College; with the assistance of Helen D. Chen, M.S., National 
Science Foundation Fellow, Cornell University. Cloth. Pp. 
241, with illustrations. Price $3.00. The Chemical Elements, 
Box 315, South Lancaster, Massachusetts, 1958. 


In an Editorial Comment in this issue, THE Jour- 
NAL relates these two books written for patients who 
wish to have an understanding of heart disease and 
what to do about it to a possible change in dietary 
habits of many Americans. For the intelligent reader, 
who asks about what he should read concerning his con- 
dition, Heart Disease—Cause, Prevention and Recov- 
ery may be well recommended. The second volume, 
Soy Beans for Health . . . should be reserved for those 
patients not dietary enthusiasts. There are patients 
with superior intelligence who would be cooperative in 
an investigative project ; to them and to their physicians 
as well, this second book could be of benefit. 

Much can be learned by the physician from his 
patients if he is willing to take the time necessary to 
exercise what was once a great and subtle art in prac- 
tice—to select the treatment for his patient among a 
host of possibilities and, with his patient’s aid, come to 
a logical conclusion about what is best for him. That 
requires an observant, investigative, and questioning 
physician and an intelligent patient. The purpose of 
such books as these by Dr. Chen, is to inform such 
patients, with their doctor serving as a corrective fac- 
tor for their lack of knowledge and experience in the 
medical field. 


®» THE YEAR BOOK OF CANCER. Compiled and Edited 
by Randolph Lee Clark, Jr., B.S., M.D., M.Sc. (Surgery), 
D.Sc. (Hon.) Houston, Texas; Director and Surgeon-in-Chief, 
The University of Texas M. D. Anderson Hospital and Tumor 
Institute; Professor of Surgery, The University of Texas 
Postgraduate School of Medicine; Clinical Professor of Sur- 
gery, Baylor University College of Medicine; Fellow, Ameri- 
can College of Surgeons; and Russell W. Cumley, B.A., M.A., 
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Ph.D., Houston, Texas; Director of Publications, the Univer- 
sity of Texas M. D. Anderson Hospital and Tumor Institute ; 
Professor of Medical Journalism, The University of Texas 
Postgraduate School of Medicine. Cloth. Pp. 523, with illus- 
trations. Price $8.00. The Year Book Publishers, 200 East 
Illinois Street, Chicago, 1958. 


The current volume in the series contains abstracts 
of articles in 25 areas of oncology written from the 
standpoints of pathology, surgery, roentgenology, inter- 
nal medicine, general practice, and research. An orig- 
inal contribution concerning oncology in the Soviet 
Union closes the book. 


> THE TREATMENT OF FRACTURES. Volume III. By 
Lorenz Bohler, M.D., Director of the Accident Hospital, Vien- 
na XX; Professor of Accident Surgery, University of Vienna. 
Translated from the Thirteenth German Edition by Alfred 
Wallner, M.D., Diplomate, American Board of Surgery; and 
Otto Russe, M.D., Director of the Accident Hospital, Vienna 
XII. Cloth. Pp. 2307, with illustrations. Price $21.00. Grune 
& Stratton, 381 Fourth Avenue, New York 16, 1958. 


Volume III, covering surgical treatment of frac- 
tures of the bones of the knee, leg, and foot, is written 
with the same detailed thoroughness that characterized 
the other two volumes of this English edition of Bohler’s 
work, The “Questions We Should Ask Ourselves . . .” 
to avoid treatment failure continue to be one of the 
most valuable aspects of the book. 


> NUTRITION AND DIET THERAPY FOR PRACTI- 
CAL NURSES. By Lillian Mowry, B.S., Chief Dietitian, 
Menorah Medical Center, Kansas City, Missouri. Paper. Pp. 
165, with illustrations. Price $2.50. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 3, 1958. 


A working knowledge of what constitutes good 
nutrition and therapeutic diets is presented in this small 
book for practical nurses. It should serve her well in 
her close association with the patient, especially in the 
absence of a professional dietition. : 

The first half of the book covers the various food 
substances individually and grouped as the Basic Four, 
according to NRC recommended allowances. The sec- 
ond half consists of routine diets and their adaptations oi 
for specific diseases. Each section includes questions to Sa 
be answered by the reader, suggestions for further ee 
study, and references. A calorie chart and glossary of 
terms close the book. Ps 

The well-known material could be useful to prac- 
tical nurses as a short review of the information they 


use daily. 


® LIFE INSURANCE AND MEDICINE. The Prognosis 
and Underwriting of Disease. Edited by Harry E. Unger- 
leider, M.D., F.A.C.P., Director of Medical Research, The 
Equitable Life Assurance Society of the United States; For- 
merly Chairman of the Board of Life Insurance Medicine; and 
Richard S. Gubner, M.D., F.A.C.P., Associate Director of 
Medical Research, The Equitable Life Assurance Society of the 
United States; Clinical Associate Professor of Medicine, State 
University of New York College of Medicine. Cloth. Pp. 994, 
with illustrations. Price $16.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


Experience of medical directors of insurance com- 
panies, clinicians, and professors of medicine is collect- 
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ed in this volume which concerns prognosis and under- 
writing of disease. The book is essentially a training 
course in intelligent guesswork based on objective find- 
ings that the insurance doctor, unlike his clinical con- 
frere who is concerned with the present symptoms of 
the patient, must use in prognosticating the patient’s 
life expectancy. 

Also differing from the attitude of the practicing 
physician, the insurance doctor must use a statistical 
viewpoint in evaluating the serious eventual outcome of 
diseases such as overweight, albuminuria, glycosuria, 
heart murmurs, and hypertension, none of which may 
require current treatment. Yet the insurance physician 
must retain his familiarity with clinical and research 
developments, so that his decisions are neither overcau- 
tious nor rash. The up-to-date chapter on hypertension 
should aid any physician in making an intelligent and 
fair evaluation of patients with this disorder. 


The four sections of the book deal with funda- 
mentals of life insurance, nonmedical aspects, medical 
aspects, and health and accident insurance. It should 
be an excellent means of rapid education in the special- 
ty of life insurance medicine. 


> DISEASES OF THE ESOPHAGUS. By J. Terracol, 
Professor of the Faculty of Medicine of Montpellier, France; 
Richard H. Sweet, Associate Clinical Professor of Surgery, 
Harvard Medical School. Cloth. Pp. 682, with illustrations. 
Price $20.00. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1958. 


What might have been an English translation of 
the second edition of this authoritative French work on 
esophageal diseases has become a first American edition 
with the collaboration of a second author who has add- 
ed newer material, particularly on the subject of sur- 
gical treatment. The efforts of an endoscopist and a 
surgeon are thereby combined in one book. 

Gross and microscopic anatomy and physiology of 
the esophagus open the text, after which various means 
of examination are considered. The pathologic condi- 
tions of the tract are next discussed, followed by surgi- 
cal or irradiation treatment. 

Material on operative treatment of carcinoma has 
been expanded, and there is a new section on esopha- 
geal substitution. The section on surgical management 
has been rewritten, but illustrations of operative tech- 
nics have been retained. 

An appendix of diets and tube feedings and the 
monumental 72-page bibliography of Prof. Terracol’s 
first edition are included. The index is as fine as the 
rest of the work. 


> SIMPLE METHODS OF CONTRACEPTION—AN 
ASSESSMENT OF THEIR MEDICAL, MORAL AND 
SOCIAL IMPLICATIONS. Edited by Winfield Best and 
Frederick S. Jaffe. Cloth. Pp. 63, with illustrations. Price— 
free with $.25 postage and handling charge. Planned Parent- 
hood Federation Of America, publisher, 501 Madison Avenue, 
New York 22, 1958. 


A thoughtful examination of some of the current 
research in population control by simple contraceptive 
methods is presented in the 60-page proceedings of a 
symposium conducted by the Planned Parenthood Fed- 
eration of America. 

The symposium consisted of a section covering 
four progress reports on use of a foaming vaginal 
tablet, a new vaginal tablet, gel, and cream, an oral 
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contraceptive, and a cream-alone method ; and a second 
section in which social and moral implications of con- 
traception were discussed by social scientists and cler- 
gymen. Findings, although inconclusive, are provoca- 
tive. 


Pm» BASIC CARDIOLOGY. By T. E. Gumpert, M.B., Ch.B. 
(Sheff.), F.R.C.P. (Lond.) Physician, Royal Hospital, Shef- 
field, and Jessop Hospital for Women, Sheffield; Lecturer in 
Medicine, University of Sheffield; Examiner in Medicine to the 
Conjoint Board of England. Cloth. Pp. 168, with illustrations. 
Price $6.00. The Williams & Wilkins Company, Mount Royal 
and Guilford Avenues, Baltimore 2, 1958. 


In the welter of books on cardiology, it is a pleas- 
ure to come upon the infrequent author who says much 
in little space, through excellent organization of pre- 
viously delivered lectures. 

The frontispiece constitutes an outline of the book. 
It classifies heart disease as congenital, inflammatory, 
toxic, degenerative, and hypertensive (metabolic and 
endocrine) and shows the specific disorders to which 
each gives rise. All are examined in the text and ade- 
quately illustrated. 

Chapters 1 and 16 were written for this volume. 
The first covers a brief discussion of the classification, 
the clinical methods of securing the history and exami- 
nation, and instruments that aid in diagnosis—the elec- 
trocardiogram, the roentgenogram, and the ballistocar- 
diogram. The brevity of the final chapter on cardiac 
neurosis bears out the author’s splendid grasp of his 
material. It contains some of the most sensible writing 
on the subject that this reviewer has ever read. 

The work is intended primarily for the medical 
and postgraduate student, to bridge the gap between 
detailed accounts to be found in texts on the speecialty 
of cardiology and the briefer exposition usually given 
the subject in texts on medicine in general. It is highly 
recommended for both its content and the impeccable 
language in which it is written. ; 


® MEDICAL TERMINOLOGY SIMPLIFIED. By Louis 
L. Perkel, B.S., M.D., F.A.C.P. Diplomate, American Board 
of Internal Medicine and Sub-specialty, Gastroenterology; Pro- 
fessor of Gastroenterology, Seton Hall College of Medicine, 
Jersey City, New Jersey; Director, Department of Gastro- 
enterology and The Intern and Resident Training Program, 
Jersey City Medical Center. Cloth. Pp. 103. Price $3.85. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


Prevalent misuse of medical terms and expansion 
of the professional vocabulary make this small volume 
most valuable. It is based on notes used by the author 
during 25 years of lecturing on the subject to ancillary 
medical personnel. 

A short introduction to the principles of word 
construction is followed by lists of common roots, 
stems, prefixes and suffixes, and combining forms. 
Medical terms are then separated according to their 
derivation—from the Latin, from Greek mythology, or 
from history, including eponyms. The chapters on 
roots and words often confused, expressions incorrect- 
ly used, and medical terms for the words commonly 
used by laymen are especially valuable to ancillary per- 
sonnel who deal directly with patients. Sections on 
common abbreviations, standard nomenclature, pro- 
nunciation, and terminology of general practice and the 
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specialties are followed by exercises in analysis and 
building of words. 

Although, as the author states, the book merely 
hints at the vast field to be studied and mastered, it 
should be helpful as source material and reference for 
secretaries, technicians, and students of medicine, den- 
tistry, and nursing. 


>» SYSTEMIC OPHTHALMOLOGY. Edited by Arnold 
Sorsby. Ed. 2. Cloth. Pp. 701, with illustrations. Price $25.00. 
The C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis 3, 1958. 


Although this second and completely revised edi- 
tion contains new chapters on subjects in which rapid 
advance has been made since 1951, sufficient text and 
illustrative material has been deleted to balance the ad- 
ditions. Thirty-four contributors cover disorders of the 
eyes as affected by prenatal, inflammatory, allergic, and 
infectious influences; nutritional, metabolic, and endo- 
crine disturbances ; psychologic and organic disorders 
of the central nervous system ; affections of the cardio- 
vascular and hemopoietic systems, and other general 
disturbances. 


>» OPERATIVE SURGERY. Volume 8. Under the General 
Editorship of Charles Rob, M.C., M.CHIR., F.R.C.S., Pro- 
fessor of Surgery, St. Mary’s Hospital, London; and Rodney 
Smith, M.S., F.R.C.S., Surgeon, St. George’s Hospital, Lon- 
don. Cloth. Pp. 199, with illustrations. Price $19.50. F. A. 
Davis Company, 1914-16 Cherry Street, Philadelphia 3, 1958. 


Volume 8 of this English series on operative sur- 
gery is devoted to neurosurgery and operative proce- 
dures for disorders of the eye, ear, nose, and throat. 
Thirty-four specialists in these fields have contributed 
to the seven sections. As in the other volumes, the 
step by step procedures are clearly illustrated in black 
and white. An efficient cross index closes the book. 


> HEMOPHILIC ARTHROPATHIES. By Henry H. Jor- 
dan, M.D., Orthopaedic Surgeon, Lenox Hill Hospital; Chief 
of Hemophilia Clinic, Lenox Hill Hospital, O.P.D., New York 
City; Consulting Orthopaedic Surgeon, Manhattan State Hos- 
pital; Orthopaedic Surgeon, National Hemophilia Foundation. 
Cloth. Pp. 255, with illustrations. Price $8.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


The work of The National Hemophilia Foundation 
and research in hematology have combined during the 
past decade to alter the crippled condition of the bleed- 
er deformed by hemorrhages into his bones and joints, 
who often became an uneducated, nonworking eco- 
nomic drain on society. 


This book demonstrates technics for rehabilitation 
of the hemophiliac by conservative nonsurgical ortho- 
pedic treatment of contractures and deformities by 
subliminal forces transmitted through braces and ap- 
pliances. 


Within from 1 day to 9 months, 52 of the author’s 
56 patients were ambulatory or had returned to normal 
pursuits. Three were still under treatment; the fourth 
declined therapy. Twenty-one cases are reported in de- 
tail; 35 others are abstracted. Three of these patients 
have subsequently died; 2 of cerebral hemorrhages at 
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ages 56 and 25; 1 from abdominal hemorrhage at age 23. 

The 64 illustrations show before, during, and after 
conditions of the patients as well as the appliances with 
which the excellent results were obtained. 

A chapter on roentgenology stresses the impor- 
tance of revised technics for positioning the deformed 
joint for x-ray study and the need for comparative pic- 
tures of changes occurring during treatment—criteria 
on which diagnosis, prognosis, and treatment may be 
based. 

Plaster of Paris technics and orthopedic appliances 
are each accorded a chapter. 

The monograph should be heartening and informa- 
tive reading for orthopedic surgeons, pediatricians, 
hematologists, roentgenologists, nurses, social workers, 
and makers of orthopedic appliances. 


®» DISEASES OF THE THYROID AND PARATHY- 
ROID GLANDS. By Bernard J. Ficarra, A.B., Sc.B., M.D., 
D.S., Research Associate in Biology (Thyroid Physiology), 
Post-Graduate School, Long Island University; Associate Vis- 
iting Surgeon, Kings County Hospital Center; Associate Visit- 
ing Surgeon, St. Peter’s Hospital; Associate Visiting Surgeon, 
Hospital of the Holy Family; Formerly Associate Visiting 
Surgeon, (Head and Neck Surgery), Brooklyn Cancer Insti- 
tute, Brooklyn, N.Y.; Consultant in Thyroid Surgery, Yonkers 
Professional Hospital, Yonkers, N.Y. Cloth. Pp. 295, with 
illustrations. Price $8.50. Intercontinental Medical Book Cor- 
poration, 381 Fourth Avenue, New York 16, 1958. 


A chronologic resume of the history of the thyroid 
and parathyroid disorders opens this book which chron- 
icles both classical and unusual aspects of thyroid dis- 
orders and their most modern medical and surgical 
management. Full discussion is accorded antithyroid 
drugs, although the author believes that thyroidectomy 
is still the method of choice in most instances. Many 
of his methods and technics may not be acceptable to 
all readers, the author realizes, and he states that none 
is to be construed as the sole or even the preferred pro- 
cedure. 

The book is intended for the medical student, in- 
tern, and resident, and for the general practitioner, in- 
ternist, and general surgeon who meet thyrotoxic pa- 
tients only rarely. It is declared by the writer of the 
Preface: “Everyone from the medical student to the 
thyroid specialist will not have completed his medical 
education until he has read this most excellent presen- 
tation on thyroid and parathyroid disorders.” A bibli- 
ography of 750 references closes the book. 


>» ETIOLOGY AND TREATMENT OF LEUKEMIA. 
Proceedings of the First Louisiana Cancer Conference. Edited 
by Walter J. Burdette, Ph.D., M.D., F.A.C.S., Professor and 
Head of the Department of Surgery and Director of the Lab- 
oratory of Clinical Biology, University of Utah College of 
Medicine; Surgeon-in-Chief, Salt Lake County Hospital ; Chief 
Surgical Consultant, Veterans Administration Hospitals; Salt 
Lake City, Utah. Cloth. Pp. 167, with illustrations. Price $4.00. 
The C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis 3, 1958. 


_ These sixteen papers representing the first Louisi- 
ana Cancer Conference cover the concepts of the causes 
of leukemia, its diagnosis, and the approaches—both 
laboratory and clinical—to its treatment. 

The editor, in his summary, traces the history of 
knowledge of the disease from Virchow through exten- 
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sive animal experimentation to its classification accord- 
ing to type of cell predominating in blood and bone 
marrow. Response of both acute and chronic forms of 
leukemia to irradiation and chemotherapeutic agents is 
shown in a final table. 


® ELECTROCARDIOGRAM CLINICS. By Joseph E. F. 
Riseman, M.D., Assistant Clinical Professor of Medicine, Har- 
vard Medical School; Visiting Physician, Beth Israel Hospital, 
Boston, Massachusetts; and Elliot L. Sagall, M.D., Instructor 
in Medicine, Harvard Medical School; Assistant Visiting Phy- 
sician, Beth Israel Hospital, Boston, Massachusetts. Cloth. Pp. 
259, with illustrations. Price $10.50. The Macmillan Company, 
60 Fifth Avenue, New York 11, 1958. 


Four clinics take up diagnosis and treatment of 
angina pectoris, diagnosis of pulmonary embolism and 
acute myocardial infarction, and diagnostic problems in 
the latter disorder. 

From seven to ten case reports are included in 
each clinic and are illustrated with the original electro- 
cardiograms. The question and answer section in each 
clinic represents a pooling of problems met in the prac- 
tice of the participating physicians and in hospital, pri- 
vate, and consultation work. 

The book is intended for general practitioners and 
internists as an aid in interpretation of their patients’ 
tracings. 


® DISEASES OF THE LIVER AND BILIARY SYS- 
TEM. By Sheila Sherlock, M.D. (Edin.), F.R.C.P. (Lond.), 
M.R.C.P. (Edin.), Physician and Lecturer, Department of 
Medicine, Postgraduate Medical School, University of London. 
Ed. 2. Cloth. Pp. 719, with illustrations. Price $11.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


The author’s original aim—a comprehensive and 
up-to-date account of functional and morphologic 
changes in liver and biliary disease—is carried over 
successfully into this second edition. 

Fresh views concerning the liver and biliary tract 
are reflected in additions and changes with regard to 
bile pigment metabolism, drug-induced and childhood 
jaundice, and hepatic coma. The most recently devel- 
oped diagnostic laboratory methods are discussed, as 
well as new phenomena associated with liver failure, 
virus hepatitis, cirrhosis in adolescence, and the epi- 
demiology of primary hepatic cancer. Thirty-seven of 
the figures are new, and 500 references to recent mate- 
rial in the literature have been incorporated. 

The book is highly recommended to those for 
whom the author intends it: physicians, surgeons, path- 
ologists, and medical students. 


> BAILLIERE’S ATLAS OF MALE ANATOMY. Revised 
by Katharine F. Armstrong, S.R.N., S.C.M., Diploma in Nurs- 
ing, University of London, Formerly Sister Tutor, King’s Col- 
lege Hospital, London, and Editor of the “Nursing Times.” 
Illustrated by Douglas J. Kidd, Member of the Medical Artists’ 
Association. Ed. 4. Paper. Pp. 35, with illustrations. Price 
$3.25. Balliere, Tindall & Cox, London. Exclusive U.S. agents, 


The Williams & Wilkins Company, Mount Royal and Guilford 


Avenues, Baltimore 2, 1958. 


A revised fourth edition of the male anatomic at- 
las first published in 1908 is a companion to the atlas of 
female anatomy already published. All plates have been 
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redrawn. The sturdy folding covers enclose twenty- 
four pages of text, describing the link between struc- 
ture and function of each body part, followed by a ten- 
page key to the colored plates on the facing seven pages 
of detailed drawings. 

The atlases are meant to assist nurses and other 
ancillary medical personnel as well as laymen concerned 
with first aid in injury. 


» TRANSPORTATION OF THE INJURED. By Carl B. 
Young, Jr., M.P.H.; and Carl B. Young, M.D., F.A.C.S., Col- 
laborating Physician. Cloth. Pp. 238, with illustrations. Price 
$6.75. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


Beginning with control of the crowd at the scene 
of the accident, the author proceeds in an orderly man- 
ner through proper examination and first aid treatment 
of the injured on the spot and care and prevention of 
shock during his transportation to the hospital. Exam- 
ples and cartoons illustrate the importance of trained 
ambulance personnel who will not neglect any of the 
lifesaving aids that should be administered in proper 
order to be most effective. 

The book covers accidents caused by traffic, sui- 
cide, emergency birth, burns, poisons, fractures, assault 
wounds, and drowning. 

The first section of this important reference work 
is recommended for medical libraries and to ambulance, 
fire, and police personnel, and nurses—those physically 
responsible for safe emergency care. Its second section 
should be read by those legally and morally responsible 
for the quality of emergency service in their cities and 
communities—the governing heads, health units, hospi- 
tals and medical societies, undertakers, ambulance serv- 
ice companies, and community leaders. 


The layman could also profit by attention to this 
kind of clear and authoritative writing. For one thing, 
it should educate him away from the witless driving 
that continues to increase deaths on the highway. 


>» PHARMACOLOGY IN MEDICINE, a Collaborative 
Textbook. Edited by Victor A. Drill, Ph.D., M.D., Lecturer in 
Pharmacology, Northwestern University Medical School; Pro- 
fessorial Lecturer in Pharmacology, University of Illinois Col- 
lege of Medicine; Director of Biological Research, G. D. Searle 
& Co. Ed. 2. Cloth. Pp. 1273, with illustrations. Price $19.50. 
McGraw-Hill Book Company, 330 West 42nd Street, New York 
36, 1958. 


Only 4 years have elapsed since the first edition of 
this book appeared, but with the rapid changes that oc- 
cur in the field of pharmacology it is understood that 
new editions are needed almost constantly. 

This text is unusually thorough and carefully or- 
ganized.’ It is a composite product of a large number of 
individuals, each of whom contributed information on 
his particular specialty. A significant addition to this 
edition is a chapter on “drugs affecting behavior,” deal- 
ing with recent advances in psychopharmacologic 
knowledge. Deletions have been made when a drug has 
lessened in importance, and additions in all fields have 
been made to embrace the latest in pharmacologic ther- 
apy. There is an addendum which includes notes on 
progress which were received when the rest of the 
manuscript was in process of publication. 

The book can be recommended highly on the basis 
of its thoroughness and practicability. 
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Hanna “Featherweight” 
Suspensory Urinal 
No. 7—Male adult 20 oz. capacity. 


Soft cotton-cloth suspensory / 
and light latex top snap together ff 
easily. Smooth latex penile sheath 
cuts to individual fitting. i 
No. 9, same as No. 7, but with 
large-size suspensory top and 
closure cap. 


The Hanna Urinal by 
Most comfortable urinal ever designed. 
Special Davol 

construction assures maximum 
patient comfort and 

security — sitting, standing or 
lying down — during day or 
night use. Incontinent patients 
will welcome these features: 
the Hanna Urinal is lightweight; 
suspensory, light latex top. Easy cotton-cloth waistbelt 


to adjust. Latex penile sheath. suspensory and support make 


Suspensory urinal No. 16 for it cool, easy to wear, to wash, to adjust. 
male child also available. Can be — _ 
cut to individual fitting. 


Hanna “Featherweight” 
Drip Urinal 

No. 8—Male adult 

Ideal for slight incontinence. 
Removable closure cap, adjustable 
waistbelt. Soft cotton-cloth 


RUBBER COMPANY 


Providence 2, R. I. 


Available through your surgical supply dealer. 
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Oatmeal 


Merits 
Preference 


The large number of breakfast cereals available may 
well give the erroneous impression that they are all 
more or less alike, and that the choice of one over the 
other is merely for the sake of variety. 


Nothing could be further from the truth. 


Oatmeal merits its position as a breakfast cereal 
widely recommended by physicians because it presents 
notable advantages. 


First, oatmeal is known to provide more good qual- 
ity protein than any other whole-grain cereal. — 


Next, oatmeal requires no fortification; it ranks 
highest among whole-grain cereals in thiamine and is 
significant in its content of other B vitamins and im- 
portant minerals. 


Just as important to the physician who prescribes 
a cereal food is oatmeal’s inviting warmth, its delicious 


Quaker Oats and Mother’s Oats, nut-like flavor, its ease of digestion, and the ready avail- 
ability of its contained nutrients. Whether it be for an 
y The Quaker Oats Company, 

are identical. Both brands are infant’s first solid feeding...for the geriatric patient... 
available in the Quick (cooks in for patients with gastrointestinal problems...and in 
one minute) and the Old-Fash- h 1 
many other situa ions, oatmeal makes a real contribu- 
nutrient value. tion to the day’s nutritional needs. 


The Quaker Oats (Ompany 


CHICAGO 
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when psychic 


symptoms 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 
Dartal promotes emotional balance 


Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 


Dartal is unusually safe 


At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 
for the management of both major and 
minor emotional disturbances 


artal 


dihydrochloride brand of thiopropazate dihydrochloride 


*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. Sie 
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1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief cf biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 


| 


NORMAL BILIARY FUNCTION 


Cholan DH’ 
Cholan V 
Cholan HMB 


Sphincter 
Muscles in 
Normal 
Relaxation 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 

Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 


meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 
alll Maltbie Laboratories Division * Wallace & Tiernan Inc. ¢ Belleville 9, N. J. 
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Just 


But Such Excellent Nutrition 


So often, people say, “‘I’ll have just a sandwich.” 
A sandwich made with Enriched Bread has nutri- 
tional advantages over many a knife-and-fork meal. 
In addition to providing an excellent vehicle 
for other nutritionally valuable foods, the nutrient 
values of Enriched Bread add a definite plus for 
good nutrition. 


supplies growth-promoting protein, 

readily available energy, important 
B neacL B vitamins (thiemine, 
niacin, pantothenic acid, choline, 


folic acid, and other B-complex 


factors), iron, and calcium. 


Enriched Bread is more than a compatible 
vehicle for other foods; it is an effective 
provider of essential basic nutrients. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive * Chicago 6, Illinois 
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most spermicidal contraceptive 


VAGINAL CREAM 
| “..-iS highly spermicidal... ts relative simplicity 
| 
| makes it very acceptable to the patient.”* 
*Behne, D.; Clork, F.; Jennings, M.; Pallais, Olson, Ha Wolf, and Tyler, T.: West. J. Surg. 64: 152, 1956... 
| : Composition: Nonytph Jyethoxyethonol 5% in an oil-in-water emulsion ot pH 4.5. 
if 
| 
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“‘Ninety to 95 per cent of all urologic disturbances in patients 
of all ages are the result of obstruction and/or infection, 
urinary blockage and stasis being the fundamental predisposing 


etiology in nearly all cases of urinary tract infection.” 


: 
3 
. 


“SEVEN YEARS 
NEGLIGIBLE 

DEVELOPMENT | 
OF BACTERIAL 7 
RESISTANCE 
FURADANTIN 


in urinary tract infection 


when stasis is the basis 


FURADANTIN 


brand of nitrofurantoin 


‘“FURADANTIN is especially recommended for conditions where there is retained urine. 
... This is because the FURADANTIN is excreted in large amounts in the urine.”’? 


On oral administration, FURADANTIN is absorbed and excreted rapidly by the kid- 
neys. Thirty minutes after ingestion of a 100 mg. tablet, the urine is already strongly 
antibacterial. As much as 45 mg. of a 100 mg. tablet is excreted in the urine. On 
clinical dosage, the typical urinary concentration of FURADANTIN over a 24 hour 
period ranges from 10 to 40 mg. per 100 cc. 

“Nitrofurantoin [FURADANTIN] may be used for protracted periods for the suppres- 
sion of infection in the urinary tract, even in the presence of probable obstruction 
. .. it may provide prolonged relief from symptoms and permit better selection of 
the proper time for surgical or manipulative procedures.’’3 
AVERAGE ADULT FURADANTIN DOSAGE: 100 mg. q.i.d. with meals and with food or 
milk on retiring. SUPPLIED: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. 


per 5 cc. tsp. 


REFERENCES: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957, 
p. 101. 2. Carroll, G.: Bacterial Infections of the Urinary Tract (Male) , in Conn, F.: Current Therapy 
1956, Philadelphia, W. B. Saunders Co., 1956, p. 301. 3. Jawetz, E.: A.M.A. Arch. Int. M. 100:549, 1957. 


NITROFURANS—a new class of antimicrobials—neither antibiotics nor sulfonamides 0 


EATON LABORATORIES, NORWICH, NEW YORK aad 
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BOOMERANG? 
—NO! 


When your patient calls again 
—it will be to say “thanks” 
because 
symptoms do not recur— 


complications do not supervene 


AZO GANTRISIN 


ANALGESIC ANTIBACTERIAL 


Especially for urinary tract infections 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc 


Nutley 10, N.J. 


GANTRISiIn® — BRAND OF SULFISOXAZOLE 


Supplied: Red tablets containing 0.5 Gm Gantrisin,® 
(brand of sulfisoxazole), plus 50 mg phenylazo-diamino- 
pyridine HCl, in bottles of 100 and 500. 
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WEIGHT REDUCTION: Obese patients may resist dieting 
a more alert 
duces less cardiovascular effect than amphetamine. 
EXTENTABS provide 10-12 hours of appetite an ion in ore controllen- 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR 4 LETS for conventiona 
chloride, 3.33 mg.; phenobarbital (14 gf.) 21.6 mg. A 


them hold the diet line by giving the 


WEIGHT REDU 


TION 


because they fear Iqsing the e 
brightef outlook. 
in AMBAR jt is combine 


with 
elease, 


WITH 


dosage 


H. ROBINB COMPANY, JIN 


UT, 


tional security often in 
WHTHOUT JITTERS: |Methamphetamint 
enough phenobarbital 
xtended-action tablet: 
or intermittent therapy ¢ 
rginia, Ethical Phé 


TERS 


volved in overeating. AMBAR helps 
P, a potent CNS augmenter, pro- 
‘0 prevent overstimulation. AMBAR 
nethamphetamine hydrochloride, 
ontain methamphetamine hydro- 
srmaceuticals of Merit Since 1878 


AMBAR 


Robins 


TABLETS AND EXTENTABS® 


bital 
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Whenever a diagnostic “tool”? can give you 
some added advantage in better performance or 
wider usefulness — your own diagnostic skill is 
aided by more complete facts, and your time 
is saved through simpler, more convenient use. 
Each of these Sanborn instruments gives you just 
such added advantages. 

With the new Rappaport-Sprague Acoustic 
Stethoscope, sounds which are only faintly dis- 
cernible or at the threshold of audibility with 
conventional stethoscopes become clearly audi- 
ble, providing new assurance in auscultation. 
Equipped with five chest pieces for sensing and 
localizing sounds of various pitch, and three sets 
of ear pieces for proper fit, this new Stethoscope 
clearly reflects the results of ten years of re- 
search and investigation undertaken during 
its development. 

In the Visette electrocardiograph, true porta- 
bility in a clinically accuraté ECG is now a 
practical reality. By its brief case size and 18- 
pound weight, the Visette lets you take ’cardiog- 
raphy to your patient — in his home, at the 


SANBORN S 


MEDICAL DIVISION 175 Wyman Street, 


Give your 
diagnostic skill 
the advantage of 
MODERN 
instrumentation 


PRICES DELIVERED CONTINENTAL U.S.A. 


hospital, at an industrial plant clinic, wherever — 
the need exists. Modern electronic components 
—a new, much lighter galvanometer — design 
innovations ranging from pushbutton grounding 
and double-check standardization signals to 
fully automatic stylus stabilization as leads are 
switched — make the Visette the most conven- 
ient ECG you (and your technician) can use. 
And this first (and still the only) 18-pound 
’cardiograph is now being used by more than 
3000 doctors, both here and abroad. 

For the benefits modern instrumentation can 
give you and your patients — by extending your 
diagnostic abilities and saving your time in 
day-to-day practice — ask your local Sanborn 
man for complete facts on these two unusual 
instruments. He will also be glad to tell you 
how you may use a Visette for 15 days in your 
own practice without cost or obligation, through 
the exclusive Sanborn ‘Try-Before-Buying” 
plan. Call or write him soon — or address Inquiry 
Director at the main office in Waltham, Mass. 


Waltham 54, Massachusetts 
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FOR\ PROMPT; UTILIZATION 


AND BETTER STORAGE 


The only homogenized vitamins in solid form 


Homagenets are unusually palatable—and good taste is 
especially important to your patients. Of more interest to 
the physician is the homogenization process. This presents 
both oil and water soluble vitamins in microscopic particles. 
Thus the vitamins in Homagenets are better absorbed and 
utilized—and stored longer.’ These are definite advantages 
to your patient. 


1. Lewis, J.M., et al.: J. Pediat. 31:496. 


Pleasant, candy-like flavor 
THE Better absorbed, better utilized 
ADVANTAGES Excess vitamin dosage unnecessary 
OF Longer storage inthe body 
No regurgitation, no “fishy bu 
_HOMAGENETS May be chewed, swallowed 
‘dissolved in the mouth. 


Homagenets are available in five formulas: Prenatal, 
Pediatric, Therapeutic, Geriatric and Aoral (brand of 
vitamin A). 


TURN THE PAGE 
for laboratory proof of 

the prompt dispersion 
of Homagenets 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
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VISUAL 


PROOF OF 


THE RAPID 


DISPERSION 


These photographs show the dispersion 
time of a Homagenet and a soft gelatin 
capsule in artificial gastric juice at 37°C. 


Homagenets are available in five formulas: 
Prenatal, Pediatric, Therapeutic, 
Geriatric and Aoral (brand of vitamin A). 


Currently, mailings will be forwarded 
only at your request. 
Write for samples and literature. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK - KANSAS CITY - SAN FRANCISCO 
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stop penicillin reactions before 


they become serious 


NEUTRAPEN 


(NEUTRAlizes PENicillin) (Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


‘...if every patient with a penicillin reaction were given 
penicillinase [NEUTRAPEN] within 24 to 48 hours...I do not 
think we would see the severe, prolonged reactions we are 


seeing now.”’ R. M. Becker, Antibiotics Annual 1957-582 


Unlike the antihistamines, ACTH or steroids which treat effects, 
NEUTRAPEN, an enzyme, aborts penicillin reactions by counteracting 
their cause—it destroys the penicillin itself and is effective in about 
97 per cent of cases.2 Over 80 per cent of patients obtain clearing 
of the reaction with one injection.® 

¥ Obscure sources—even cases with no history of penicillin therapy 
respond to NEUTRAPEN when the reaction has been caused by peni- 
cillin from such sources as milk, Roquefort or bleu cheese, or peni- 

cillin containing vaccines.® 


NEUTRAPEN —800,000 units I.M.—should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 
In anaphylactic reactions, epinephrine and other supportive measures 
should be instituted immediately. After shock is controlled, 800,000 units 
of Neutrapen I.V. and 800,000 units I.M. should be administered. 
contraindications: None. side effects: Occasionally transient local sore- 
ness, erythema, and edema; rarely, transitory chills and fever. 
supplied: 800,000-unit single-dose vials of lyophilized penicillinase pow- 
der. Stable at room temperature in the dry state. 

references: (1) Becker, R. M., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 1957- 


1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (2) Zimmerman, M. C.: Clin. Med. 
5:305, 1958. (3) Zimmerman, M. C.: J.A.M.A. 167:1807, 1958. 


@T. M. REG. U.S. PAT. OFF. *PATENTS PENDING. 55658 


(Sthenfabs/ SCHENLABS PHARMACEUTICALS, INC - NEW YORK 1, N.Y. 
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LILLY AND COMPANY e 


Litty 


QuaLiTy / RESEARCH /imTEGRITY 


Therapeutic trio brings rapid relief 


V-Kor combines in a single tablet: 


V-Cillin K®—destroys bacterial invaders 
Provides higher blood levels than any other oral penicillin; there are no 


Co-Pyronil™—relieves congestion 


Provides quick and prolonged antihistaminic action plus vasoconstriction. 
A.S.A.® Compound—controls fever and pain 


Provides analgesia and antipyresis. 


V-Kor is valuable in acute respiratory 
infections. It quickly eliminates sus- 
ceptible organisms and controls annoy- 
ing symptoms. Rapid recovery and 
patient comfort are thus well assured. 


INDIANAPOLIS 6, 


Usual adult dosage is 2 tablets every 
six or eight hours. Supplied as attrac- 
tive green-white-yellow tablets. 

V-Cillin K® (penicillin V potassium, Lilly) 

Co-PyroniI™ (pyrrobutamine compound, Lilly) 


A.S.A.® Compound (acetylsalicylic acid and acetophenetidin com- 
pound, Lilly) 


INDIANA, 


U.S.A. 


831030 
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Conventions and 
meetings 


Announcements 


American Osteopathic Assocta- 
tion, Sixty-Third Annual Conven- 
tion, Palmer House, Chicago, July 
13-17. Program Chairman, William 
Baldwin, Jr., 1901 Walnut St., 
Philadelphia 3. 


American College of Osteopathic Obste- 
tricians and Gynecologists, annual meet- 
ing, Detroit, February 8-12. Secretary, 
Arthur A. Speir, Box 66, Merrill, 
Mich. 


American College of Osteopathic Pedi- 
atricians, annual meeting, Detroit, Feb- 
ruary 8-12. Secretary, Myron D. Jones, 
Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


American Osteopathic College of Proc- 
tology, annual meeting, Muehlebach 
Hotel, Kansas City, Mo., April 15-17. 
Program Chairman, Joseph S. Lefler, 
820 Mentor Ave., Painesville, Ohio. 
Secretary, Eugene W. Egle, Lackland 
Clinic, 2335 Brown Rd., St. Louis 14. 


Arizona, annual meeting, Valley Ho Ho- 
tel, Scottsdale, May 1-3. Executive 
Secretary, Russell Peterson, 2747 E. 
McDowell Rd., Phoenix 22. 


California, annual meeting, Hotel del 
Coronado, Coronado, May 9-13. Pro- 
gram Chairman, Elden B. Shields, 2640 
Pasadena Ave., Los Angeles 31. Exec- 
utive Secretary, Mr. Thomas C. Schu- 
macher, 4775 Santa Monica Blvd., Los 
Angeles 29. 


Colorado: See Rocky Mountain Osteo- 
pathic Conference. 


Eastern Osteopathic Association, annual 
meeting, Hilton Statler Hotel, New 
York City, April 4-5. Program Chair- 
man, Chester D. Losee, 212 Prospect 
St., Westfield, N.J. Secretary, Frank 
B. Tompkins, 309 Meyerhoff Bldg., 
Baltimore 1. 


Illinois, annual meeting, Pere Marquette 
Hotel, Peoria, April 24-26. Executive 
Secretary, Mr. D. O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, Van Orman Ho- 
tel, Ft. Wayne, May 17-19. Secretary, 
Arabelle Baker Wolf, 4840 N. Michi- 
gan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-26. Program Chairman, 
Alan M. Nelson, 331 Main St. Bel- 
mond. Secretary, Mr. Herman W. Wal- 
ter, 200 Walnut Bldg., Des Moines 9. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, in June. Program Chair- 
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Simplified management 
of angina pectoris 


For angina pectoris with hypertension: 
tamine 


(aminotrate phosphate; Leeming) 


Sustained 


with 


Reserpine 


Routine administration b.i.d. provides 24-hour defense against angina 


pectoris associated with hypertension. Each tablet contains 10 mg. of 
METAMINE in a special sustained-release matrix and 0.1 mg. of reserpine, 


Dosage: 1 tablet on arising, 1 before evening meal. Bottles of 50 tablets. 


new! 2. 
Met 


For angina in the tense, anxious patient: 


(aminotrate pnosphate, Leeming) 


Butabarbital 
Sustained 


“Tension-buffered,” b.i.d. management of angina pectoris complicated 
by anxiety and nervous tension. Each sustained-release tablet contains 
10 mg. of METAMINE and 34 gr. of butabarbital. 


Dosage: 1 tablet on arising, 1 before the evening meal. Bottles of 50 tablets. 


For unsurpassed angina prevention: 


= 
Metamine 
ph t ing, 10 mg.) 


Caminotrate p 


Sustained 


To provide 24-hour protection from classic angina pectoris, with the 
smallest dose and least side-effects. 


Dosage: 1 tablet on arising, 1 with the evening meal. Bottles of 50 and 500 tablets. 


*PATENT APPLIED FOR 


Leeming Ce Suc 155 East 44thStreet, NewYork 17. 


man, Edmund H. Bouton, 210 W. Main 
St., Frankfort. Secretary, Martha Gar- 
nett, 2829 Brownsboro Rd., Louis- 
ville 6. 


Maine, midyear meeting, Elmwood Hotel, 
Waterville, December 4-6. Program 
Chairman, Edward P. Crowell, 28 
Common St., Waterville. Annual meet- 
ing, Samoset Hotel, Rockland, June 25- 
27. Program Chairman, Dr. Crowell. 
Executive Secretary, Mr. George R. 
Petty, Monmouth. 


Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 17-18. Program 
Chairman, Vincent Nils Hammersten, 
111 Lincoln St., Newton Highlands 61. 
Executive Secretary, Mrs. Gladys M. 
Stockdale, 524 California St., Newton- 
ville 60. 


Minnesota, annual meeting, Hotel Lowry, 
St. Paul. Program Chairman, M. Sid- 
ney Hedeen, 1595 Selby Ave., St. Paul 
4. Secretary, E. R. Komarek, 301 
Granite Exchange Bldg., St. Cloud. 


New Mexico, annual meeting, Santa Fe, 
April 8-11. Program Chairman, Law- 
rence C. Boatman, 105 E. Marcy St., 
Santa Fe. Secretary, Lory Baker, 400 
N. Church St., Las Cruces. 


Northwest Osteopathic Convention, Eu- 
gene Hotel, Eugene, June 15-18. Pro- 
gram Chairman, Richard E. Reilly, 
4848 N. E. 102nd Ave., Portland 20. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 3-6. Program Chairman, 
Jack D. Hutchison, 117 W. Third Ave., 
Columbus 1. Executive Secretary, Mr. 


A-89 


tablet 
‘ 
mew 
j 
ns | 
: 
4 
amines 
4 
i 
and 3. 
‘a 
| 
| 
i 
all 
i 


Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 


Gree Booklit and, Samples 
A request on your professional letterhead or prescription form ee 
will bring to you complete information, and a supply of | ete 
samples. Please address the Loma Linda Food Company, pe 
Arlington, California, or Mount Vernon, Ohio. \ foe 

Medical Products Division 


LOMA LINDA FOOD COMPANY 
ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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William S. Konold, 53 W. Third Ave., 
Columbus 1. 


Ontario, annual meeting, Hamilton, May 
4. Program Chairman, Arden L. 
Findlay, 548 Gilmour St., Peterbor- 
ough. Secretary, A. V. DeJardine, 205 
Yonge St., Toronto 1. 


Oregon: See Northwest Osteopathic 
Convention. 


Rocky Mountain Osteopathic Conference, 
Broadmoor Hotel, Colorado Springs, 
Colo., November 14-16. Program Chair- 
man, A. Hollis Wolf, 304 Carlton 
Bldg., Colorado Springs. Secretary, C. 
Robert Starks, 1459 Ogden St., Den- 
ver 18. 


South Dakota, annual meeting, St. 
Charles Hotel, Pierre, May 3-4. Pro- 
gram Chairman, Carl C. Pascale, Box 
36, Centerville. Secretary, Earl W. 
Hewlett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Hotel Patten, 
Chattanooga, April 26-29. Secretary, 
J. M. Moore, Jr., 200 High St., Tren- 
ton. 


Virginia, annual meeting, Williamsburg 
Lodge and Inn, Williamsburg, May 
22-23. Program Chairman, John A. 
Cifala, 2778 N. Washington Blvd., Ar- 
lington. Secretary, Olis M. Wakefield, 
2022 Atlantic Ave., Virginia Beach. 


Washington, symposium, Washington 
Athletic Club, Seattle, December 6. 
Program Chairman, William E. Mer- 
rill, 3107 W. McGraw St., Seattle 99. 
Administrative Secretary, Mrs. Dorcas 
L. Sizer, 4010 Sixth Ave., Tacoma 6. 
See also Northwest Osteopathic Con- 
vention. 


Western States Osteopathic Society of 
Proctology, annual meeting, Long 
Beach, Calif., October 12-14. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2, Utah. 


Wisconsin, annual meeting, Lake Lawn 
Hotel, Delavan, May 10-12. Program 
Chairman, Robert W. Johnson, 227 W. 
Lawrence St., Appleton. Secretary, 
V. L. Sharp, Butter Building, 1225 W. 
Mitchell St., Milwaukee 4. 


State and 
national boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix. 

Basic science examinations December 
16 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 
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High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEeN-GAy® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BENn-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
Ben-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 
1Brusch, C.A., etal. : Md. State Med. J.; 5:36, 1956. 
| More efficient salicylate penetra- 
tion of treated area and quicker l 
| relief of pain is now made pos- | 
sible by water-washable, new | 
GREASELESS-STAINLESS BEN-GAY. 


COLORADO 
Professional examinations in December 
at Denver. Address Mrs. Beulah H. 
Hudgens, executive secretary, Board of 
Medical Examiners, 715 Republic Bldg., 
Denver 2. 


Basic science examinations December 
3-4 at second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave., and Lincoln St. 
Applications must be filed by November 
19. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 Og- 
den St., Denver 18. 


CONNECTICUT 
Basic science examinations February 
14. Address Miss M. G. Reynolds, exec- 
utive assistant, State Board of Healing 
Arts, 110 Whitney Ave., New Haven 10. 


DELAWARE 
Examinations January 13-15. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


FLORIDA 
Professional examinations in Decem- 
ber. Address Thomas F. Sheffer, D.O., 
Board of Osteopathic Medical Exami- 
ners, Las Olas Hospital, 1516 E. Las 
Olas Blvd., Ft. Lauderdale. 


ILLINOIS 
Examinations in January at Chicago. 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


A-91 


New, objective evidence: 
BED 
‘Ca 
=e 
hy 
3 
| 
| 
| 
4 ae, ars 
& 


A-92 


... for adequate preparation prior to 
proctosigmoidoscopy” 


FLEET°ENEMA 
Disposable Unit 


also for pre- and post operative 
cleansing, and as an 
effective routine enema 


in hospital or home 

Anatomically correct rectal tube? extends just past the 
internal anal sphincter, minimizes injury hazard. Each 
unit contains, per 100 cc., 16 Gm. Sodium Biphosphate 


and 6 Gm. Sodium Phosphate in hand-size ready-to-use 
plastic squeeze bottle with pre-lubricated tip. 


1. Crumpacker, E. L., et al., AMA Arch. Int. Med., 98:314. 
2. Palmer, E. D., “Clinical Gastroenterology” Hoeber-Harper. 


Cc. B. FLEET Coa., INC., LYNCHBURG, VIRGINIA 


also makers of 


OIL RETENTION ENEMA ¢rtecer® 
PHOSPHOCSODA 


Journat A.O.A. 
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easier 
antipyretic—analgesic 
relief 


you help her recover more easily 
when you prescribe 


Tempra 


Acetaminophen, Mead Johnson 


drops /syrup 


Tempra is the first physician-controlled 
antipyretic—analgesic in two liquid dosage 
forms—wild-cherry-flavored Drops and 
mint-flavored Syrup. Both are readily 
accepted, well tolerated and easy for the 
mother to give, without forcing or fussing. 


Since Tempra is on Rx only, you have 
better control of medication and dosage... 
parents have added confidence. 


For detailed brochure on Tempra—you are 
cordially invited to ask your Mead Johnson 
Representative or write us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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He bets. 
on molecules 


When William Bruce searches for new molecular 
formations in drugs, he knows he often plays a 
game of chance with the unknown. Dr. Bruce is 
one of an army of ceaselessly exploring scientists in 
his section of the Research and Development 
Division of Wyeth. 


In these uncharted regions of organic synthesis, 
Dr. Bruce finds that compounds of great promise 
do not always result in clinical breakthroughs. 


Take the case of WY-1292. This was one of a 
group of selenium analogues of cystine synthesized 
by Bruce and his associates in an effort to develop 
an improved agent for leukemia. After a score of 
derivatives of the parent compound had been 
created and screened, clinical drawbacks were 
acknowledged. The process had consumed many 
man-hours of organized effort. Disappointment was 
natural. Antileukemic action had been successfully 
demonstrated, but leukemic cells were shown to 
acquire increasing resistance to the drug. So this 
is an agent you'll never see. 


Every research scientist has a dogged instinct to 
penetrate nature’s barriers. Dr. Bruce and his 
fellows at Wyeth are responsible for a constant flow 
of compounds, some of which represent victories 

in the obstetrics of research. These are the 

Wyeth drugs that, in your hands, 

permit improved care of patients. 


Wyeth 


® 
Philadelphia 1, Pa. 


Each Persistin tablet contains acetylsalicylic acid 2% gr. 
(160 mg.) and salicylsalicylic acid 7% gr. (480 mg.). 
The latter ingredient is slowly absorbed and eliminated 
for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR .. . bottles of 90 tablets 


Samples and literature on request 


Detroit 11, Michigan 


*Trademark—Pat. Pend. 


to 
morning joint stiffness... 


Night-long salicylate therapy with a single dose of Persistin 
at bed-time helps prevent “joint jelling” in arthritic patients. 


IOWA 
Basic science examinations January 13 
at the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, 
Wartburg College, Waverly. 


KANSAS 
Examinations in January. Address 
Francis J. Nash, M.D., secretary, Board 
of Healing Arts, New Brotherhood 
Bidg., Kansas City. 


MASSACHUSETTS 
Examinations January 13. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
37, State House, Boston 33. 
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MICHIGAN 
Basic science examinations in Febru- 
ary at Detroit and Ann Arbor. Address 
Mrs. Anne Baker, secretary, Board of 
Examiners in the Basic Sciences, 116 
Mason Bldg., Lansing, Mich. 


MINNESOTA 

The Board of Osteopathic Examiners 
has_ re-elected the following officers: 
Robert H. Clark, Northfield, president; 
E. C. Goblirsch, Little Falls, vice presi- 
dent; and Wallace F. Kreighbaum, Min- 
neapolis, secretary-treasurer. 

Basic science examinations January 6 
at University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary, Board of Examiners in the Basic 


Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


NEBRASKA 
Basic science examinations January 13- 
14. Address Mr. Husted K. Watson, Di- 
rector, Bureau of Examining Boards, 
Department of Health, State Capitol 
Bldg., Lincoln 9. 


NEVADA 

Professional examinations January 30- 
31 at 345 Cheney St., Reno. Applications 
must be filed 2 weeks prior to examina- 
tions. Address Walter J. Walker, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 345 Cheney St., Reno. 

Basic science examinations January 6. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW MEXICO 
Basic science examinations January 18. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


NORTH DAKOTA 
Examinations January 10 at Minot. 
Address John O. Thoreson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
New Provident Life Bldg., Bismarck. 


OHIO 
Examinations December 16-18 at Co- 
lumbus. Address H. M. Platter, M.D., 
secretary, Medical Board, 21 W. Broad 
St., Columbus 15. 


OREGON 

Examinations January 6-7 at Portland. 
Applications must be filed by December 
5. Address Mr. Howard I. Bobbitt, sec- 
retary, Board of Medical Examiners, 609 
Failing Bldg., Portland 4. 

Basic science examinations December 
6. Address Basic Science Examining 
Committee, Board of Higher Education, 
Eugene. 


RHODE ISLAND 

Professional examinations January 1-2 
at Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Provi- 
dence. 
- Basic science examinations in Febru- 
ary at the State Office, Providence. Ap- 
plications must be filed 21 days prior to 
examinations. Address Mr. Casey. 


SOUTH CAROLINA 
Examinations November 18 at Colum- 
bia. -Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Exam- 
iners, Box 525, Summerville. 


SOUTH DAKOTA 

Examinations January 20-21. Address 
Mr. John C. Foster, executive secretary, 
Board of Medical and Osteopathic Ex- 
aminers, Room 300, First National Bank 
Building, Sioux Falls. 

Basic science examinations December 
6-7 at the Medicine and Science Build- 
ing, Vermillion. Address Gregg M. Evans, 
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anxiety... 


butabarbital sodium 
TABLETS REPEAT-ACTION TABLETS ELIXIR CAPSULES 


McNEIL LABORATORIES, INC. PHILADELPHIA 32, PA. McNEIL 


1 


six widely used for treatment | J.and P.: Scientific 


/ ; 
making fundamental changes:igh re 
\ recent comparative study! of 
of an iet d tension in dailv 1 


In emphysema, chronic bronchitis and 
other pulmonary disorders, Choledyl re- 
lieves bronchospasm, directly stimulates 
the respiratory center, increases vital ca- 
pacity. After two weeks on Choledyl, 
patients usually display a marked re- 
duction in wheezing and coughing... . 
breathing becomes easier. Well-tolerated, 
highly soluble Choledyl gives long-term 
protection—with virtually no gastrointes- 
tinal irritation. 


betters breathing... 
forestalls the crisis 


(brand of oxtriphylline) 
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SEAL IT WITH A SEAL 


Start Now to Use 
Osteopathic 
Christmas Seals 


If you have not already ordered seals 
for distribution to the public... 


te Do It Today! Have them ready for 


Dear mailing November 15. 
56 We Have: 
ee ee A little time taken to mail seals to 
if you have heiped, the Committee thanks you: 
our ots with losas (one of every eight 
vpperciassmen) thank you: our scientists 
patients and personal friends can 
YOU have woo the SEAL OF APPROVAL, 
9 We Need produce the funds necessary to help 
Whar? 
Thousand Dollars - To resch this year's gosi: 
your preserve two most important facets 
of the profession—education and 
es research. Results of the 1958 


Christmas Seal campaign depend on 
your active interest. 

$75,000 is the goal. 

Look to the future through 


Christmas Seals. 


THE OSTEOPATHIC FOUNDATION, 212 EAST OHIO STREET. CHICAGO 11 


Vor. 58, Nov. 1958 A-99 


| 
— 
| 
4 
f 
L 
0, 
DON! 
; 
| 
i 


simplicity with security 


TG VAGINAL JELLY 


when the 'jelly-alone’ method 
iS advised, NEW Koromex@) 


TRADEMARK 


the outstandingly competent 
spermatocidic agent... 
is now available 
to physicians. 


proven 


“RELIABLE - 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 

Large tube of Koromex@ vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 
washable, appealingly feminine zippered kit, at no extra 


- ACTIVE INGREDIENTS: 


IN A SPECIAL BARRIER TYPE BASE 


charge, for home storage. Boric Acid ........ 2.0% 
The 125 gram tube of Koromex@ may also be bought Phenylmercuric Acetate .............0.02% 


separately at any time. Factual literature sent upon request. 


HOLLAND-RANTOS CO., INC. « 145 HUDSON STREET, NEW YORK 13, N. Ye 
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SUMMARY OF REPORTS 


Pat Results Percent 
6,553 Excellent 31.0% 
10,843 Good 51.3% 
2,703 Fair 12.8% 
1,033 Unsatisfactory 4.9% 


(Total Number of Side Effects: 638 |3.0%]) 


WITENE 


table 
Cryotenamine 


UNITENSEN-R 
Each Unitensen-f tablet contains: 
-Styptenamine ftannates) 1.6 mg., Reserpine, 0.4 mg.” 


Clinical supplies available on request. 
For prescription economy, prescribe in 50's. 
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NEW 
DIMENSION 
IN 
RESEARCH 


This data deals with the 
results obtained by 1,988 
physicians, treating 21,128 
hypertensive patients with 
Unitensen. The “Proof In 
Practice’’ study validates, 

in day-to-day private practice, 
the findings of clinical trials 
conducted in hospitals and 
institutions. It proves that 
Unitensen affords safe, 
dependable office management 
for the majority of hypertensive 


patients. Unitensen lowers 


blood pressure . . . improves 
cerebral and renal blood flow... 
exerts no adverse effects on 
circulation . . . and, is virtually 


free of side effects. 


Irwin, Neisler & Co. 
Decatur, Illinois 
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§ prompt, aggressive 
antibiotic action 
na reliable defense against 


monilial complications 


both are often needed when 


bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica). 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Hialf-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


Squibb Quality — the Priceless Ingredient 


MYSTECLIN ©, SUMYCIN ©* AND MYCOSTATIN ARE SQUIBB TRADEMARKS 
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when obesity complicates 


serious medical problems 


Hp 


wa 


PRELUDIN 


(brand of phenmetrazine hydrochloride) 


~ 


original silhouette hand cut by Mochi 


for 


t of obesity," and is an anorexiant of choice in complicated as well as 
simple cases. In obese diabetics, therapy with PRELUDIN provides weight — 
losses of from 1 to 24 pounds weekly.’ ° With weight reduction insulin can > 
usually be reduced**...even. discontinued. In obese cardiac and hyper- 
tensive patients, PRELUDIN is a potent anorexiant with no significant actio 
on pulse rate, heart rhythm or blood pressure.” °° Response is also notable 
obese children,’ ° obstetrical? and menopausal”, patients. According to 
lartel,’ PRELUDIN ..well tolerated, even by children. It is in general 
.. toxic effect. It does not cause the excitement oo by 


ia Med. 87.408, 1957. (2) Barnes, 


4 
x 
f 
| “4 | 
86:662, 1957. (6) Alexandre, C.: Presse méd. 63:1122, 1955. (7) Martel, A: Canad. 
76:117 (Jan. 15) 1957. (8) Weill, J., and Bernfeld, Presse méd. 65:1401, 1957. (9) Birnberg. 
| from H. Boehringer Sohn, Ingelheim. 


Butazolidin’ 


(phenylbutazone Geigy) 


potent 
nonhormonal 
anti-inflammatory 


Pain relieved rapidly . . . inflam- 
mation resolved early . . . 


in Acute Superficial Thrombophlebitis 


According to Stein and Rose,! Butazolidin produces a rapid and satisfactory effect in acute 
superficial thrombophlebitis. 
In this disabling disorder, Butazolidin usually provides prompt relief from pain—often complete 
within 24 hours or less.2:3 This is generally accompanied by early reduction of fever together 
with regressicn of local heat, tenderness and swelling.2.4.5 Complete resolution of inflammation 
is commonly seen by the fourth day.® 
Butazolidin makes early ambulation possible. This rapid response—as a rule within 24 hours— 
greatly reduces incapacitation, thus avoiding undue economic loss for patients. In most cases, 
only three to seven days’ treatment is required.2.6 

® ® 
methylbromide 1.25 mg. 


1. Stein, |. D., and Rese, O. A.: A.M.A. Arch..Int. Med. 93:899, 1954. 

2. Stein, 1. D.: Circulation 12:833, 1955. 

3. Potvin, L.: Bull. Assoc. méd. lang. frang. Canada 85:941, 1956. 

4. Sigg, K.: Angiology 8:44, 1957. 

5. Elder, H. H. A., and Armstrong, J. B.: Practitioner 178:479, 1957. 

6. Braden, F. R.; Collins, C. G., and Sewell, J. W.: J. Lovisiona M. Soc. 109:372, 1957. 
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new 
POLARAMINE 


REPETABS 


daylong or nightlong relief 


ASSURE UNEXCELLED ANTIHISTAMINIC PROTECTION 
one REPETAB in the morning - one REPETAB in the evening 


POLARAMINE REPETABS, 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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NAL. FORTE 


Ph.D., secretary, Basic Science Board, 
310 E. 15th St., Yankton. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 874 Union Ave., Memphis 3. 


TEXAS 
Examinations December 4-6 at Hilton 
Hotel, Fort Worth. Applications must 
be filed 10 days prior to examinations. 
Address M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 


VERMONT 


Examinations in January at Montpelier. 
Address Charles I. Beale, D.O., secre- 
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tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


WASHINGTON 

Professional examinations in January 
at University of Washington, Seattle. 
Address Mr. Thomas A. Carter, secre- 
tary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examinations in January 
at University of Washington, Seattle. 
Address Mr. Carter. 


WISCONSIN 
Professional examinations January 13- 
14 at Madison. Address Thomas W. 
Tormey, Jr., M.D., secretary, Board of 
Medical Examiners, State Office Bldg., 1 
W. Wilson St., Madison. 
Basic science examinations December 


6 at Marquette University School of 
Medicine Auditorium, Milwaukee. Ap- 
plications must be filed by November 28, 
Address Mr. W. H. Barber, secretary, 
Board of Examiners in the Basic Sei- 
ences, Ripon College, Ripon. 


WYOMING 
Examinations February 2 at Cheyenne. 
Address Franklin D. Yoder, M.D., sec- 
retary, Board of Medical Examiners, 
State Office Building, Cheyenne. 


Reregistration 
of osteopathic licenses 


December 1—District of Columbia, $4. 
Address Daniel Leo Finucane, M.D., sec- 
retary, Commission of Licensure, 1740 
Massachusetts Ave., N.W., Washington 
6 D.C. 


December 1—Georgia, $3. Address Mr. 
C. L. Clifton, joint secretary, State Ex- 
amining Boards, State Capitol, Atlanta. 


December 1—Oregon, resident, $15; 
nonresident inactive, $5. Address Mr. 
Howard I. Bobbitt, secretary, Board of 
Medical Examiners, 609 Failing Bldg., 
Portland 4. 


December 31—-Tennessee, $5. Address 
M. E. Coy, 1D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 


Prior to January 1—Arizona, not more 
than $10. Address Russell Peterson, D.O., 
secretary, Osteopathic Board of Registra- 
tion and Examination in Medicine and 
Surgery, 2747 E. McDowell Rd., Phoe- 
nix 22. 


January 1—California, $17 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
Sacramento 14. 


January 1—Florida, $10. Address 
Thomas F. Sheffer, D.O., secretary, 
Board of Osteopathic Medical Exam- 
iners, Las Olas Hospital, 1516 E. Las 
Olas Blvd., Ft. Lauderdale. 


January 1—Maine, $4. Address George 
F. Noel, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
20 Monument Square, Dover-Foxcroft. 


January 1—Manitoba, $5. Address W. 
Kurth, D.O., secretary, Board of Osteo- 
pathic Physicians, 248 Moorgate Blvd., 
St. James, Winnipeg 12. 


January 1—New York, $6, biennially. 
A physician receiving a license the sec- 
ond year of any biennial registration pe- 
riod pays a fee of $3 for a certificate 
expiring December 31 of such second 
year. Address Dr. John W. Paige, Chief, 
Bureau of Professional Examinations 
and Registrations, 23 S. Pearl St., Al- 
bany 7. 


January 1—Ontario, $35. Address 1). 
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with 


REPETABS 


daylong or nightlong relief 


The allergic patient who starts the day with one 6 mg. 


PoLARAMINE REPETAB enjoys continuous symptomatic relief all day. 


Nighttime — Another REepPetas keeps the patient 
symptom-free to enjoy uninterrupted sleep. 


You and your allergic patients can depend on 
PoLARAMINE REPETABS for unexcelled antihistaminic protection 
around the clock...at doses lower than other antihistamines. 


pw) POLARAMINE REPETABS 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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BACHROMYCIN:V 


Tetracycline and Citric Acid Lederle 
A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics, physicians 
today most frequently specify 
ACHROMYCIN V, 


The reason for this decided preference 
is simple. 


For more than four years now, you and 
your colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracycline and, more recently, 
AcHROMYCIN V tetracycline and 

citric acid. 


In patient after patient, in diseases 
caused by many invading organisms, 
ACHROMYCIN achieves prompt control 
of the infection—and with few 
significant side effects. 


The next time your diagnosis calls for 
rapid antibiotic action, rely on 
Acuromycin V—the choice of 
physicians in every field and specialty. 


LEDERLE LABORATORIES 

a Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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In the little white house over yonder... the 


one with the pretty green shutters ...the gentle 
old lady who has been its loving mistress for 
longer than anyone remembers — will know ex- 
actly what we mean by “just plain tuckered out!” 

Rocking and humming in the fragrant 
warmth of her tiny kitchen — maybe shelling a 
mess of peas — she, perhaps far better than we, 
could tell about the exciting news in iron today! 

With a “Landsakes, there’s nothing like 
DARFERRIN...” she would describe for you 
the long years of dragging tiredness — the same 
years of doctoring...“first with this one and then 
with that”. The endless parade of recommended 
iron tonics and blood builders — some giving 
fleeting promise of a few, hopeful “good days” — 
only to join other partly used bottles of disap- 
pointment — banished to a pantry back shelf and 
replaced with a laxative. Iron “binds me up”— 
as she would say. 


Today, things are different in “the little 
white house over yonder...” There’s a small gar- 
den in back —tends it herself, too! Besides, the 
front fence gets whitewashed regularly, same as 
always. “Landsakes! A body has so much to do!” 

And we might add—“a body” gets things 
done — when a nutritionally induced iron defi- 
ciency can be corrected — and kept corrected, 
without constipation or gastric irritation. 

DARFERRIN will do just that! As the mis- 
tress of “the little white house yonder...” says, 
"It’s like iron that bas been made into velvet 
...yet stays iron...it’s a wonderfully comfortable 
supplement to take.” 

Could we say any more—or say it any better 
— except to add that DARFERRIN’S suggested 
usage is ONLY 4 tablets daily...That it contains 
not one but 4 chelated iron salts, each with differ- 
ent absorptive rates permitting a more sustained 


and greater utilization of the valuable iron that 
is still iron, though it is smooth in its action... 
like velvet. 

New, improved DARFERRIN is the ideal, 
non-toxic, chelated iron formulation, elegantly 
combining new, readily available DARFERRIN 
Concentrate with the synergistic, red cell build- 
ing, hematopoietic factors that remove it from 
the class of undependable, variable, old fashioned 
hematinics ... enables it to unequivocally become 
the new standard of nutritional iron supplemen- 
tation! It’s another Dartell exclusive — naturally 
better... because it’s from The Family of Fine 
Products of Advanced Biochemistry — For Your 
Patients’ More Abundant Living! 

“Landsakes, Doctor, hadn’t you better order 
DARFERRIN today?” 


® 
Darferrin Tablets 
The “hematopoietic replacement” for ordinary 
iron supplements. Four tablets provide: 
tron Fumerate, Iron Gluconate, Iron Lactate and 
tron Peptonate equalling: 


100 mg. Liver-stomach Concentrate 
mcg. Intrinsic 


50 mg. 
100 m Dartrate ‘Concentrate . . 325 mg. 
AVAILABLE IN: 
Bottles of 80 Tablets 
$ 4.00 
Bete 240 Tablets 


1. Dale, » Lamar 8. Jr., Amer. Prof. Pharm. 22-11, 


Nov., 19: 
2. Cheiated 1958 
3. N., Salmon, R. J., 


Bul’ Univ: Minn, and Minn. Med. F 
21,208 (1950) recisteren vu. s OFFICE 


DARTELL Laboratories 
Los Angeles 15, California Offices in principal cities 


Gordon Campbell, D.O., secretary, Board 
of Directors of Osteopathy, 2 Bloor St., 
E., Toronto 5. 


January 1—Saskatchewan, $30. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—Texas, $5. Address M. H. 
Crabb, M.D., secretary, Board of Medi- 
cal Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


January 1—Utah, $3. Address Wilford 
G. Hale, D.O., secretary, Osteopathic Ex- 
amining Board, 506 W. Second St., Lo- 
gan. 


January—Alberta. reregistration. 
Pay $16 a year membership in the Col- 
lege of Physicians and Surgeons, Al- 
berta, in January. Address G. B. Taylor, 


A-110 


acting registrar, Office of the Registrar, 
University of Alberta, Edmonton. 


During January—Connecticut, $2. Ad- 


dress Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Main 


St., New Britain. 


During January—Minnesota, $2. Ad- 


dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 


During January—Wisconsin, $3. Ad- 


dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg. 1 W. Wilson St., 
Madison. 


January 31—British Columbia, amount 
of fee set at annual meeting of Council 
of College of Physicians and Surgeons. 


Address Lynn Gunn, M.D., registrar, 
Council of College of Physicians and 
Surgeons, 1807 W. 10th Ave., Vancou- 
ver 9. 


Before February 1—Vermont, $3 resi- 
dents ; $2 nonresidents. Address Charles 
D. Beale, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
Mead Building, Rutland. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Applications blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology : 
physiology ; physiological chemistry; gen- 
eral: pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exam- 
iners. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles; therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly at the Philadelphia, Kirksville, and Los 
Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part ITI, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. The internship requirement does 
not apply to candidates who took Part I 
prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 
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YEARS 


EXPERIENCE 
== IN PSORIASIS 


RIASOL* has been used successfully for 20 
years and is the preferred choice in treatment of 
psoriasis. 


The success story is told in these before and after 
photographs of a case typical of those reported by 
the medical profession. 


Use of Riasol 


Treatment with RIASOL can offer immediate 
relief from the intolerable itching. Soon the scales 
hegin to disappear and the red skin patches gradu- 
ally fade away. Seldom are recurrences encoun- 
tered with continued treatment, and no reports 
have been submitted on adverse reactions. 


The RIASOL formulation includes a saponace- 
ous combination of mercury (0.45%), phenol 
(0.5%) and cresol (0.75%). 


Applications once daily, before retiring, by rub- 
bing a thin film in gently after cleansing the skin. 
No bandages needed. 


Available at pharmacies or direct in 4 and 8 fld. 
oz. bottles. 


*T.M. Reg. U. S. Pat. Off. 


After Use of Riasol 


COMPLIMENTARY SAMPLE 


For professional literature and a generous 
clinical trial package of RIASOL, write to 


SHIELD LABORATORIES 


Dept. JAOA-1158 12850 Mansfield Avenue Detroit 27, Michigan 


Us 
Before 
q 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


is there a correlation 
between pregnancy and gallstones? 


Yes. Late pregnancy, the postpartum period and multiparity are often complicated 
by gallstones, even in slim, young women. Delayed gallbladder emptying and 
biliary stasis foster stone formation. Biliary cholesterol, increased in pregnancy, 
crystallizes out in the gallbladder as pure cholesterol! calculi. 


Source —Sherlock, S.: Diseases of the Liver and Biliary System, Springfield, Ill., Charles C 
Thomas, 1955, p. 643. 


Gallstones In Young Pregnant Women - Data from 100 Consecutive Cholecystectomies* 
1 pregnancy 2 pregnancies 3 or more 
23 Women—Ages 221030 | 6 3B | 4 
*Sparkman, R. S.: Ann. Surg. /45:813, 1957. 


one tablet t.i.d. 
DECHOLIN with Belladonna 


protects your pregnant patients - 


* copious, free-flowing bile prevents biliary stasis... 

promotes natural laxation without catharsis 

+ Hydrocholeresis plus spasmolysis combats biliary dyskinesia... 

curbs functional G.I. distress 

Each tablet of DecHoLIN/Belladonna contains DECHOLIN (dehydrocholic acid, AMES) 
3% grains (0.25 Gm.) and extract of belladonna % grain (0.01 Gm.) equivalent to tinc- 
ture of belladonna, 7 minims. Bottles of 100 and 1,000. 


AN) AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


Specialty. 


board examinations 


NEUROLOGY AND PSYCHIATRY 

Clinical examinations April 12-13, oral 
tests December 13-14. Applications must 
be filed before the April 1 prior to the 
examination date. Address Floyd E. 
Dunn, D.O., secretary, American Osteo- 
pathic Board of Neurology and Psychia- 
try, Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


OBSTETRICS AND GYNECOLOGY 

Examinations in February, at Detroit. 
Applications must be filed before the 
April 1 prior to the examination date. 
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Address Jacquelin Bryson, D.O., secre- 
tary, American Osteopathic Board of 
Obstetrics and Gynecology, 3300 E. 17th 
Ave., Denver 6. 


Poliomyelitis today* 


Although it is still early in the polio- 
myelitis season, accumulating evidence 
points to a record low for both the case 
incidence and mortality from the disease 
for the general population in 1958. 
Among the millions of Industrial policy- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1958. 


holders of the Metropolitan Life Insyr- 
ance Company, not a single death from 
poliomyelitis was reported in the first six 
months of this year, and there were but 
three deaths in July. 


Only 1,638 cases of poliomyelitis were 
reported for the country in the 33 weeks 
ending August 16. This is one half of 
the total for the like period of 1957 and 
less than one seventh of the annual ay- 
erage for the corresponding period of 
1953-56. The only adverse development 
so far this year is the excess in the 
number of paralytic over nonparalytic 
cases, a reversal of the situation in 1957, 
There have been virtually no large-scale 
outbreaks of poliomyelitis to date this 
year. As of August 16, 41 percent of 
the cases were reported by four States— 
Texas (255), Florida (148), Michigan 
(139), and California (137). The inci- 
dence rate for poliomyelitis (which re- 
lates the number of new cases to the 
size of the population) is highest in 
Montana—where an Indian reservation 
experienced an epidemic of the disease— 
Florida, Mississippi, and Texas. 


The marked decline in the frequency 
of poliomyelitis in the last two years may 
be attributed in large measure to the 
widespread use of the Salk vaccine. Al- 
though major cyclical swings in incidence 
are characteristic of poliomyelitis, the 
recent reductions appear to be too large 
to be explained by that phenomenon 
alone. Moreover, several studies have 
shown that, compared with unvaccinated 
subjects, those vaccinated have a high 
degree of protection against paralytic 
poliomyelitis, especially in instances where 
two or more doses of potent vaccine were 
received. According to estimates, the 
three-dose series has been received by 62 
percent of our population under 20 years 
of age, when susceptibility to poliomye 
litis is greatest; another 10 percent had 
two doses. 

The first major task remaining in the 
control of poliomyelitis is to extend vac- 
cination to the entire population under 
age 40, of whom no less than 44 million 
lack this protection. About one fourth of 
those under 20 have not been vaccinated 
at all, and another 3 percent have had 
only one dose. At ages 20-39 years, more 
than 60 percent have not received any 
vaccination and 3 percent have had one 
dose only. Also desirable is a program 
to provide routine protection to babies as 
they reach the age of susceptibility to 
poliomyelitis, perhaps in combination with 
prophylaxis against diphtheria, whooping 
cough, and tetanus. 


A corollary task is the development of 
even more potent vaccines against polio- 
myelitis than that presently available, 
particularly one to give lasting immunity. 
The duration of immunity provided by 
the Salk vaccine is still unknown.  Re- 
search is presently proceeding on a living 
attenuated vaccine, taken orally, which 
may confer permanent immunity. 


A major remaining task is a continu- 
ing program for the care and rehabilita- 
tion of victims of previous epidemics. It 
is estimated that there are today at least 
300,000 persons who have had paralytic 
poliomyelitis. About one half of these 
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irst-choice 
antibiotic 
for any 
staph 
infection 


Clinically proven bactericidal antibiotic providing: 
e Bactericidal —not merely 
bacteriostatic — action 


e Wide antimicrobial range...even against 
many heretofore resistant organisms 


Rapid effect 
e High serum levels 
“leaves the least for the host to 
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DISEASE 
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ctions 


y treet diseases 


24, 15 
ry tract diseases 


PATIENTS RESULTS RESULTS  MIDATE ment 


NUMBER OF @000 FAI® INDETER- WO 


55 6 4 
148 5 
153 5 4 
18 2 

2 

4 2 


Br istol he INC. 


SYRACUSE, NEW YORK 


2 


Indications: Indications for 
KANTREX include infections due 
to kanamycin-susceptible organ- 
isms, even many of those resistant to 
other antibiotics: 


Respiratory tract infections: Tracheitis, 

bronchitis, pneumonitis, bronchopneumo- 

nia, lung abscess, pleuritis, empyema, and 
bronchiectasis. 


Urinary tract infections: Acute and chronic 
pyelonephritis, and cystitis. 


Soft tissue infections: Wound infections, 
abscesses, cellulitis. 


Blood stream infections. 
Osteomyelitis. 


Dosage: Adults: Average daily intramuscular dose 
1 to 2 Gm. in 2 to 4 equally divided doses. 


Children: Average daily intramuscular dose 15 to 
30 mg. per Kg. in 2 to 4 equally divided doses. 


Precaution: 
Skin eruptions and signs of renal 
irritation (which disappeared on 
cessation of therapy) have been oc- 
casionally noted. In a few cases, signs 
of eighth nerve dysfunction (tinnitus, 
vertigo, loss of hearing) have been ob- 
served: (1) in patients with pre-existing 
renal insufficiency, (2) in patients receiving 


e 18 Gm. or more of KANTREX, and (3) in pa- 


tients over 45 years of age. Animal studies 
indicate that KANTREX has less auditory toxic 
potential than dihydrostreptomycin. 


Supply: Available in rubber-capped vials as a 
ready-to-use sterile aqueous solution in two concen- 
trations (stable at room temperature indefinitely) : 


KANTREX (kanamycin sulfate) 0.5 Gm. in 2 ml. volume. 
KANTREX (kanamycin sulfate) 1.0 Gm. in 3 ml. volume. 


Kantrex Sensitivity Discs and comprehensive 
literature available on request. 


References: 1. Bunn, P., Baltch, A., and Krajnyak, O., State Uni- 
versity of New York Upstate Medical School, Syracuse, N.Y.: Annals 
N.Y. Acad. Sci. In press. 2. Cronk, G. A., and Naumann, D. E., 
Dept. of Health and Preventive Medicine, Syracuse University, Syra- 
cuse, N. Y. Jbid. 3. Davies, F. G., Marcy State Hospital, Marcy, N.Y. 
Ibid. 4. Dube, A. H., Edward S. Van Duyn Memorial County Hos- 
pital, Onondaga, N.Y. Ibid. 5. Finegold, S. M., Winfield, M. E., 
Aronsohn, R. B., Hewitt, W. L., and Guze, L. B., University of Cali- 
fornia Medical School, Los Angeles, Calif. Jbid. 6. Greey, P. H., and 
Wightman, K. J. R., University of Toronto, Toronto, Can. Ibid. 
7. Herrold, R. D., and Karabatsos, N., College of Medicine, Univer- 
sity of Illinois, Chicago. /bid. 8. High, R. H., Sarria, A., and Huang, 
N. , Temple University School of Medicine, Philadelphia. Ibid. 
9. Ichikawa, T., Medical Faculty, University of Tokyo, Tokyo, Japan. 
Ibid. 10. Katz, S., District of Col General H 1, Washing- 
ton, D.C.: Personal communication. 11. Rutenburg, A. M., Koota, 
G. M., and Schweinburg, F. B., Harvard Medical School, ‘Boston: 
Annals N.Y. Acad. Sci. In press. 12. Ruiz Sanchez, F., and Ruiz 
Sanchez, A., University of Guadalajara, Jalisco, Mexico. Ibid. 
13. White, A., and Knight, V., School of Medicine, Vanderbilt Uni- 
versity, Nashville, Tenn. Ibid. 14. Yow, E. M., and Monzon, O. 
Baylor University as of Medicine, Houston, Tex. Ibid, 15. Yow, 
M. E., and Womack, G. K., Baylor University College of Medicine, 
Houston, Tex. Ibid. 


_ For rapid bactericidal action 
Y SLOAPIL LILJECLLOTL. . 
—— i‘ 
fhe rapidity which bacteria 
| 7 ure killed by this agent (KANTREX) 
— = 
Soft 177 15 
Septicomia 30 9 
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Cardiovascular Disorders 


As an adjunct to appropriate specific treat- 
ment, EQUANIL gives rapid, essential control 
of the psychic tensions that intensify and 
complicate cardiac and cardiovascular symp- 
toms. "On control of the emotional complica- 
tions [with EQUANIL in 41 varied patients], 
treatment in every case was less intensive 
and prolonged than ordinarily would have 
been expected.” 

1. Friedlander, H.S.: Am. J. Cardiol. 1:395 (March) 1958. 


Meprobamate 


Wyeth 


® 
Philadelphia 1, Pa. Relieves tension—mental and muscular 


Vor. 58, Nov. 1958 
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WHAT YOU SEE YOU CAN BELIEVE 


Detail fro 


with the Paumanomeler 


With the Baumanometer there is no chance 
of instrument error to question bloodpres- 
sure readings. Baumanometer accuracy is as 
unchanging as the force of gravity upon 


which it operates. 


With the Baumanometer, you can be sure 
that any changes in pressure are assignable to 
causes within the patient, not the instrument. 

Only the true mercury-gravity sphygmo- 
manometer can possibly offer permanent 
accuracy. It is the only type of instrument 
that proves out its own accuracy by return- 


ing to zero. 


Why have anything less than this com- 


plete assurance? 


--.-@veryone respects the pursuit of accuracy 


-..use the 


were stricken within the past decade and 
most of them have some degree of resid- 
ual crippling. A recent analysis of cases 
hospitalized for poliomyelitis between 
July 1952 and December 1956, using rec- 
ords from The National Foundation 
(formerly the National Foundation for 
Infantile Paralysis), showed that about 
14 percent were confined to bed at the 
time of discharge, 10 percent were un- 
able to walk, 33 percent required some 
appliance, and 43 percent could walk un- 
aided. On the basis of this study, 50,000 
persons in the country are estimated to 
have severe crippling and another 78,000 
a moderate degree of crippling. Consid- 
erable numbers also require continuous 
care for respiratory involvement. 

A number of programs are in opera- 
tion for the benefit of victims of para- 
lytic poliomyelitis so that they may over- 
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ving of Sir Isaac Newton by E. Scriven, 


The trim Kompak 
Model Bauma- 
nometer is ideal 
for bedside or 
desk-side 
light enough to 
go everywhere. 


come their handicaps and become pro- 
ductive citizens. Working with local 
agencies through its many chapters in all 
sections of the country, The National 
Foundation provides a variety of services 
to thousands of children and adults at- 
tacked by the disease. Official agencies 
in almost all States provide physicians’ 
services for late orthopedic effects of the 
disease under the Crippled Children’s 
Program, which is supported by Federal 
grants through the Children’s Bureau, a 
part of the Department of Health, Edu- 
cation, and Welfare. Nearly 25,000 chil- 
dren are beneficiaries of this program. 
Vocational guidance and training, as well 
as job placement, are available through 
State agencies in a program largely fi- 
nanced through the Office of Vocational 
Rehabilitation, also a part of the same 
Federal Department. 


Notwithstanding these various activi- 
ties, a great many victims of past epi- 
demics are still in need of rehabilitative 
services. Today, more than ever before, 
prevention and control of chronic disa- 
bility from poliomyelitis have great 
chances of success as a result of ad- 
vances in the care and management of 
patients and an increase in the number 
of professional personnel with highly 
specialized training. Improvement in tecli- 
niques of rehabilitation and the growth 
of these facilities have also played an im- 
portant part in the total poliomyelitis 
program. 


Note: Among the sources used were the fol 
lowing: Salk, J. E., “How Many Injections of 
Poliomyelitis Vaccine for Effective and Dura 
ble Immunity?”, The Journal of the American 
Medical Association, May 3, 1958, p. 1; Coriell, 
L. L., “Vaccination Against Poliomyelitis,” 
A.M.A. Journal of Diseases of Children, April 
1958, p. 349; Brown, G. C., et al., ‘‘Duration 
of Seroimmunity After Poliomyelitis Vaccina 
tion,”” The Journal of the American Medical 
Association, April 19, 1958, p. 1960; Schuman, 
L. M., et al., “Efficacy of Poliomyelitis Vac- 
cine,” The Journal of the American Medical 
Association, March 1, 1958, p. 1027; Landauer, 
K. S., and Stickle, G., “An Analysis of Resid- 
ual Disabilities (Paralysis and Crippling) 
Among 100,000 Poliomyelitis Patients: With 
Special Reference to the Rehabilitation of Post- 
poliomyelitis Patients,” Archives of Physical 
Medicine and Rehabilitation, March 1958, p. 
145, 


1957 summary of 
disease outbreaks* 


Carl C. Dauer, M.D.+ 


The number of disease outbreaks re- 
ported in 1957 for which either water or 
food was the vehicle of infection was es- 
sentially the same as in the past few 
years. The number of outbreaks reported 
by the various States apparently bore no 
direct relationship to the size of their 
populations but reflected the extent of 
activities in investigating epidemic oc- 
currences. The number for a few States 
was relatively large because of the inclu- 
sion of outbreaks occurring on military 
installations located within their borders. 

The method used to tabulate outbreaks 
was changed slightly from that used in 
previous summaries. Only those out- 
breaks with laboratory confirmation of a 
specific type of food poisoning or food 
infection were placed in definite cate- 
gories such as salmonellosis, ‘shigellosis, 
or staphylococcal food poisoning. Those 
without such confirmation were classed 
as gastroenteritis, etiology unknown. This 
change accounts largely for the sizable 
reduction of outbreaks attributed to 
staphylococcal food poisoning, approxi- 


*Reprinted from Public Health Reports, Au- 
gust 1958. 

*Dr. Dauer is medical adviser to the chief 
of the National Office of Vital Statistics, Pub- 
lic Health Service. 
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UNEXCELLED 


FOR RELIEF 


meprobamate (Wallace) 


Simultaneous relief The dual action of Miltown in neuromus- EFFECTIVE IN 


of muscular tension cular disorders “calms patients made 
LOW BACK PAIN 
and anxiety with chronically irritable by pain, thereby FIBROSITIS 
both improving their mental state and 


Miltown — ered increasing their physical comfort... It TORTICOLLIS 
therapeutic results was found to be the best muscle relax- MUSCLE STRAINS 
ant available to date for use in these MYOSITIS 
conditions.’”* LEG CRAMPS 
Miltown is notably safe. It does not OF PREGNANCY 
disturb autonomic balance, and does not RHEUMATIC CONDITIONS 
impair mental efficiency or physical TENSION HEADACHES 
performance. 


CEREBRAL PALSY 


*Eisenberg, S. H. and Neviaser, J.S.: The use of meprobamate 
in the treatment of skeletal muscle spasm. Ann. New York Acad. 
Sc. 67:853, May 9,1957. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
ff) WALLACE LABORATORIES, New Brunswick, N. J. 


Vor. 58, Nov. 1958 
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Squibb Standardized’ Whole Root Rauwolfia Serpentin 


Raudixin helps 
you relieve 
pressures in 
your patients 


Raudixin “lowers 

blood pressure and slows 
the pulse rate much 

more efficiently than the 
barbiturates. ... It is not 
habit-forming and is 
synergistic with all other 
known hypotensive drugs.”* 
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Raudixin helps 
you relieve 
pressures on 
your patients 


Raudixin “relieves 
anxiety and tension, 
particularly the 
tension headache 

of the mild 
hypertensive patient, 
better than 

any other drug.’’* 
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mately 50 percent compared with thie 
years 1955 and 1956, when many out- 
breaks were classified according to clini- 
cal and epidemiological findings. 

In addition to the usual method of tab- 
ulating the number of various types of 
outbreaks by States, each of the principal 
types of foodborne outbreaks was tabu- 
lated by kind of food involved and by 
either the place of occurrence or the 
source of food. Poultry and other meats 
were associated with a large proportion 
of these occurrences. It is also apparent 
that a large proportion occurred in 
groups of persons eating in public estab- 
lishments and in private homes. How- 
ever, the average number of persons per 
outbreak was relatively small as com- 
pared with the number in outbreaks oc- 
curring in schools or institutions and at 
social gatherings such as picnics and 
church gatherings. 

No improvements in  food-handling 
practices are apparent. Lack of refrig- 
eration, exposure at room temperatures, 
or handling of food by persons with in- 
fections were mentioned frequently as 
contributing to or as the direct cause of 
the outbreak. 


WATERBORNE OUTBREAKS 


Comparatively few outbreaks occurred 
in 1957 for which water was demonstrat- 
ed to be the vehicle of infection. In one 
instance, two persons with typhoid fever 
had used water from a dug well whicli 
presumably was contaminated by a chronic 
carrier who lived nearby. Gastroenteritis 
of unknown etiology occurred in two 
groups of individuals using water from 
wells that showed evidence of fecal con- 
tamination. One small group of cases of 
gastroenteritis occurred among passen- 
gers on an airplane. Inspection of the 
plane’s drinking water supply suggested 
that it was the probable source of the 
illness. 


MILKBORNE OUTBREAKS 


Market milk was not reported as the 
source of infection in any outbreak of 
disease in 1957. However, two cases of 
brucellosis were found in one family in 
which raw milk had been used for a pe- 
riod of about 2 years. A case of Q fever 
was found in an individual who consumed 
raw milk during a milk strike. Some of 
the cows in the dairy supplying the milk 
were shown by laboratory tests to be in- 
fected with Q fever. 

Milk products, mainly ice cream, were 
vehicles of infection in six outbreaks. 
Three of the five involving ice cream 
were caused by Salmonella. Since raw 
eggs were used in preparing the ice cream 
in two of these outbreaks, it is possible 
that they were the primary source of in- 
fection. In one instance, cream cheese 
served in a restaurant was thought to be 
the probable source of infection for a 
small group of persons with gastroen- 
teritis. 


TYPHOID FEVER 


Only four outbreaks of typhoid fever 
were reported in which either food or 
water was definitely incriminated. Two 
cases occurred among workmen of a 
small factory supplied with drinking wa- 


Vor. 58, Nov. 1958 


in cold weather complaints 


drenchiti 


| The warming relief provided by Numotizine in tonsillitis, bronchitis 
| and related respiratory conditions is welcomed by the patient, helpful 


to convalescence. 


An application of Numotizine causes vasodilation and produces 
analgesia to assist decongestion and relax the patient, thereby hasten- 


ing recovery. 


Numotizine is easy to apply, requires no heat- 
ing, and relieves for eight or more hours without 


changing. It is compatible with the use of such 
specific medication as may be indicated. 


NUMOTIZINE 


CATAPLASM-PLUS 
Supplied in 4, 8, 15 and 30-oz. jars. 


HOBART LABORATORIES, INC. 10, ict. 


ter from a dug well. The well probably 
was contaminated from a nearby cess- 
pool receiving the stools of a known car- 
rier. An explosive outbreak totaling 38 
confirmed and 27 suspect cases of typhoid 
fever occurred in an institution. The out- 
break was considered to be foodborne 
since the water supply was found satis- 
factory in every respect. One of the per- 
sons living in the institution was found 
to be a carrier. It was determined that 
she carried the same phage type (E,) 
organism that was found in a number of 
the cases. In another outbreak of 17 
cases, 14 were confirmed by isolation of 
a phage type (E,) organism. All of the 
patients were members of the 7th grade 
of a public school. The manager of the 
cafeteria in the school was found to be 


a carrier and is presumed to be the 
source of infection, but the mode of con- 
tamination or the specific food involved 
was not determined. In another instance 
of 13 cases all of the patients had eaten 
in a restaurant where a carrier, not pre- 
viously known, was employed as a bus- 
boy. 

A group of three cases occurred in 
preschool children living in the same 
apartment building. A known carrier 
lived in this building, and another lived 
in another part of the housing develop- 
ment, but neither had any known contact 
with the children. The organisms recov- 
ered from the first carrier and the chil- 
dren were all shown to be phage type E.. 
Overflow of sewage from the building 
into the basement was pumped out on a 
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three-way mechanism of action 


Alon 


MUREL 


Brand of Valethamate bromide 


in one molecule 


step forward 


“muREL” is the newest development of research in quaternary ammonium com- 
pounds. It advances today’s therapy of G.U., G.I. and biliary tract spasm toward the 
ideal in decisive relief without intolerance or drug-induced complications. “muREL” 
also supplements peptic ulcer therapy by breaking the chain reaction of spasm-pain. 


Dosage: Mild to moderate cases: initially, 1 
or 2 tablets four times daily. Acute or severe 
cases: 1 to 2 cc. (10-20 mg.) intravenously or 
intramuscularly every four to six hours up to 
maximum of 60 mg. in 24 hour period. The 
higher dosage range is usually required in 
spasm of G.U. and biliary tract. 


Supplied: “muReEL” Tablets—10 mg. Valetha- 
mate bromide, bottles of 100 and 1,000. 
“MUREL” Injectable—10 mg. per cc., vials of 
5 cc. (Also available: “muREL” with Pheno- 
barbital Tablets — 10 mg. Valethamate bro- 
mide with 4 gr. phenobarbital per tablet, 
bottles of 100 and 1,000.) 


Ayerst Laboratories New York 16, N.Y. Montreal, Canada 
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Three-Way Mechanism of 
Action in One Molecule 


“MUREL” unites three mechanisms specific for 
smooth muscle spasmolysis: (1) anticholinergic 
inhibition of parasympathetic transmission, 

(2) musculotropic action with specific affinity 
for smooth muscle fibers, and (3) ganglionic 
blocking action at the synaptic level. 


Precludes or Minimizes 


Untoward Side Effects 


“MUREL” is especially well tolerated because: 

(1) coordination of the three component actions 
permits significantly low dosages and also reduces 
reaction potential of any one mechanism, 

(2) a natural specificity confines the anticholinergic 
action to the effector cells of smooth muscle, 

(3) definite but transient ganglionic blocking action 
eliminates undesirable parasympathetic 
disturbances, (4) rapid detoxification and 
excretion prevent cumulative effect. 


Widely Useful — 
Clinically Demonstrated 


“MUREL” extends the clinical scope of dependable 
spasmolytic therapy, with indications ranging 
from mild to severe hypertonicity. In postoperative 
genitourinary spasm, cystitis and pyelitis — 
effective relief of pain and spasm was noted in 

all of 75 patients.! In peptic ulcer — complete 

or substantial relief from the pain/spasm cycle 
was reported in 119 out of 127 patients.?»5 

In biliary spasm and chronic cholecystopathies 
with or without stones — prompt, complete control 
of spasm was obtained in 20 out of 22 patients.? 


Peiser? states that even extremely strong 
convulsive abdominal pain and violent 
vomiting could be eliminated or substantially 
improved, and no unpleasant side effects 

or toxic reactions were noted at any time. 

1. Berndt, R.: Arzneimittel-Forsch. 5:711 (Dec.) 1955. 


2. Peiser, U.: Med. Klin. 50:1479 (Sept. 2) 1955. 
3. Winter, H.: Medizinische, p. 1206 (Aug. 27) 1955. 
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THE AMERICAN OSTEOPATHIC ASSOCIATION 


| | 
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for graduate training made available through the cooperation of 


Continuing progress in American medicine depends 
on how well today’s young physicians are fitted for 
the challenging tasks that lie ahead. Every possi- 
ble means of developing their skills and knowledge 
must be pursued. 

In support of this position, Mead Johnson & Com- 
pany is making available to osteopathic physicians 
six $1,000 Annual Awards for full time fellowship 
training in fields of special interest. 

In 1959, four fellowship grants will be given in 
general practice, one in pediatrics, and one in ob- 


stetrics and gynecology. Fellowship training is to be 


MEAD JOHNSON & COMPANY 


taken in an osteopathic college or college-affiliated 
hospital. 

Grants are available to osteopathic graduates of 
the past four years. Application forms may be se- 
cured from the American Osteopathic Association, 
212 East Ohio Street, Chicago 11. Completed appli- 
cations must be returned by May 1, 1959. 

The American Osteopathic Association administers 
the program through its Committee on Mead John- 
son Grants. As with all its Fellowship Awards, the 
role ef Mead Johnson & Company is limited solely 


to the provision of funds. 
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A rule in hundreds of hospitals 


Aways check 


before giving any 3 
medication or treatment” @ 


Today the Ident-A-Band “check” is 
standard procedure in leading hospitals 
everywhere. It alerts the hospital staff to 
the importance of checking patient iden- 
tity before medication, before lab work 
and above all before surgery. 

Ident-A-Band meets all recommenda- 
tions recently approved by the American 
Hospital Association for “physical iden- 
tification of all hospital patients.” 

Responsible administrators and nurses 
know that when each patient wears an 
Ident-A-Band...all patients are protected! 


Ident-A-Band prevents mixups! 


It's skin soft... 


So soft and comfortable the patient forgets the 
band is there. Won't bother even the tender 
skin of the newborn. 


It's sealed on... 


Completely reliable because it’s put on to stay 
on. It cannot be removed without destroying 
the band. 


FRANKLIN C. HOLLISTER CO. 
833 NO. ORLEANS ST., CHICAGO 10, ILL. 
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Can Solve the fed Sign Problem 


BED SIGNS BY HOLLISTER® 


With top quality a Hollister heritage, here are the important 
features you will be interested in. 


SAFETY ...the Hollister sign attaches securely to the 
patient's bed...“tailor made” to fit your particular style 
bed. The shatterproof Plexiglas* with its shielded channels 
protect the Reminder Cards from being brushed off or lost. 


> EFFICIENCY ...saves nurses’ time. In just seconds the re- 
minder card is put into place in the sign and the replaced 
card goes back on the Rack. So easy to see...so easy to use. 


e APPEARANCE... it’s distinctive, dignified and precision 
made of clear Plexiglas—so practical. Luxurious looking, 
yet washable. With Reminder Cards that are colored, plastic 
coated —can be read clear across the room. This sign fits 
into any room decor and color scheme...to create a warm, 
lasting impression on visitors and patients. 


Yes, these are the finest bed signs made — and the best solu- 
tion to your bed sign problem. Yet, the cost is sensible. 


*Plexiglas is a trade mark of Rohm & Haas Company, Philadelphia 


Send for a Hollister Bed Sign Demonstration Kit — one bed sign and 15 sample 
reminders — only $3.50. You'll also find our new FREE booklet, BEAUTIFUL 
BED SIGNS, a valuable guide of descriptions and selections. Write..... 


FRANKLIN C. HOLLISTER COMPANY 


833 NORTH ORLEANS STREET, CHICAGO 10, ILLINOIS 
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when more than toast is burnt 


Although the family breakfast is no more than a routine chore for most 


housewives, for others it is an inescapable ordeal. 

In such patients, weighed down by recurrent periods of stress, Dexamyl* — 
the unique ‘“‘normalizer’”—will often dispel feelings of “inadequacy” and 
depression, encourage optimism and confidence. 

‘Dexamyl’, a combination of Dexedrine* (dextro-amphetamine sulfate, 
S.K.F.) and amobarbital, is available as tablets, elixir and Spansule* 
sustained release capsules. 


Smith Kline & French Laboratories, Philadelphia 


*T_M. Reg. U.S. Pat. Off. 
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MIDICEL reduces the hazard of blood level “fall-off” due to forgotten or 


omitted doses, common with multi-dose sulfa preparations. A single tablet 


provides continuous, therapeutic blood levels for 24 hours—assuring con- 


stant bacteriostasis. 


A distinct advance in sul- 


| 
fonamide therapy, MIDICEL 
F affords definite clinical advan- 
; tages: I tablet-aday schedule 


(sulfamethoxypyridazine, Parke-Davis) 


—greater convenience and economy for patients - rapid effect—prompt 


absorption - prolonged action—adequate plasma concentrations sustained. _ 


day and night with | tablet daily - wide antibacterial effectiveness—in 


urinary tract infections, upper respiratory infections, bacillary dysenteries, 


and surgical and soft tissue infections, due to sulfonamide-sensitive organ- 


isms + well tolerated—low dosage and high solubility minimize possibility 


of crystalluria. 


Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate 


infections, or 4 tablets (2 Gm.) for severe infections. Maintenance—1 tablet 


(0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for 


details of dosage and administration. Available: Quarter-scored tablets of 


0.5 Gm., bottles of 24, 100, and 1,000. 
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Complete 


Relief in 3 Days 


PRURITUS ANI 


NEW ORAL TREATMENT 


FOR INTRACTABLE CASES 
PROMOTES ACIDURIC INTESTINAL FLORA 


NEW RATIONALE 


Borcherdt’s 


MALT SOUP EXTRACT 


EQUALLY EFFECTIVE 
IN CONSTIPATION 


- 


if 
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LIQUID 


POWDER 


BORCHERDT COMPANY - 


Div., 


Malt Soup Extract completely relieved 
intractable itching in 80 per cent of cases 
within an average of 3 days, followed by 
healing.’ 

In pruritus ani, stools are usually strong- 
ly alkaline (check rectal pH_ w/litmus). 
By establishing and maintaining aciduric 
intestinal flora with Malt Soup Extract, 
feces have an acid reaction and pruritus 
disappears. 

Malt Soup Extract consists of non-di- 
astatic barley malt extract neutralized 
with potassium carbonate. 

Dose: 2 Tbs. twice daily. Take in milk. 
May also be taken by spoon or in water. 
Continue for 2-3 weeks, when perianal 
skin should be healed. Resume treatment 
if symptoms recur. 

Supplied: LIQUID: 8 oz. and pint jars. 
POWDER: 8 oz. and 16 oz. jars (use 
heaping measure). 

Malt Soup Extract has been used for 
years to promote soft, easily evacuated 
feces naturally, by maintaining an acid- 
uric intestinal flora. 

1. Brooks, L. H.: Use of Malt Soup 
Extract in Treatment of Pruritus Ani 
(American Procologic Society, April, 
1957. To be published.) 

SEND FOR SAMPLES AND LITERATURE 


Borcherdt 
217 N. Wolcott Ave., Chicago 12, Ill. 


URINARY 


BORCHERDT MALT EXTRACT 


217, N. Wolcott Ave , Chicago 12, Ill 
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lawn used by the children as a play area, 
It is possible that the children were in- 
fected on the playground. In another 
area, floods occurring in late spring 
washed out sewer mains and covered the 
sewage treatment plant of a large city. 
Seven cases are believed to have resulted 
directly or indirectly from this interrup- 
tion of sewage disposal. One case in the 
same city was considered to have result- 
ed from a fall into the river when it was 
highly polluted with sewage. 


SALMONELLOSIS 


Thirty outbreaks of salmonellosis were 
reported in 1957, all of which were con- 
firmed by recovery of organisms either 
from the stools of those who were ill, 
from food handlers, or from specimens 
of food. In six of the outbreaks, poultry 
meat—usually turkey—was eaten. A com- 
paratively large number of the outbreaks 
occurred in homes. The smallest consist- 
ed of 3 cases and the largest of 70 cases 
following a wedding reception at which 
turkey was served. One large outbreak 
occurred simultaneously among persons 
attending dinners in several churches of 
one community. The food served by a 
single caterer from another State was 
transported about 400 miles in this out- 
break. 

Fifteen types of Salmonella organisms 
were isolated in the 30 outbreaks. Among 
the types recovered were S. typhimurium 
in 11, S. newport in 4, S. montevideo and 
S. tennessee in 2 each. In one outbreak 
2 types, S. give and S. sandiego, were re- 
covered; in another, 3 types, S. barielly, 
S. montevideo, and S. reading. 

Early in 1957 it was noticed that an 
unusual number of S. reading infections 
were occurring. A sharp rise in the 
number began in September 1956 and 
reached a peak of 71 cases in February 
1957. Infections were identified almost 
simultaneously in several widely separat- 
ed areas of the country. During the 12- 
month period beginning in September 
1956, there were 325 acute, sporadic cases 
and 3 outbreaks due to this type of or- 
ganism. Previously S. reading was very 
rarely identified among the Salmonella 
isolates from human or animal infections 
occurring in the United States. Of the 
cases reported, 70 percent were in chil- 
dren 6 years of age or under and 18 per- 
cent in children under 1 year. The epi- 
demiological picture strongly suggested a 
widely distributed common source of in- 
fection, but despite intensive investiga- 
tion by means of detailed food histories, 
no common vehicle was identified. 


SHIGELLOSIS 


Eleven outbreaks of shigellosis were 
reported in 1957. Water was not regard- 
ed as the vehicle in any of them. Three 
of them involved eating in public eating 
places, two occurred in institutions, and 
two in schools. The food involved in 
transmission of the infection was not de- 
termined in 7 of the 11 outbreaks. Shigel- 
la sonnet was recovered in 2 outbreaks, 
Shigella flexneri in 4, and the species 
was not stated in the remaining 5. 


TRICHINOSIS 


Three relatively small outbreaks of 
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Again and again, 
a first choice 


e@ In urinary tract infections 


e@ In upper respiratory tract in- 
fections with bacterial invasion 


e@ In mixed infections 
e In infections not readily diag- 
nosed 


Breadth of attack... 


_ wide range of activity against 
“many common gram-positive and 
gram-negative organisms 


Depth of attack... 
both bactericidal and bacteriostatic 


Philadelphia 1, Pa. 


Tablets: Penicillin V (Phenoxymethy! Penicillin) and Sulfonamides 
For Suspension: Benzathine Penicillin V and Sulfonamides 


SUPPLIED: Tablets, bottles of 36. For Suspension, bottles of 2 fl. oz. upon reconstitution. Each tablet 
and 5-cc. teaspoonful contains 125 mg. (200,000 units) of penicillin V (the suspension containing the 
benzathine salt of penicillinV) and 0.25 Gm. each of sulfadiazine and sulfamerazine. 
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HOW SUSAN KEPT BILLY 
FROM CRYING... 


He stopped whimpering when I pointed to the 
G-E monogram. Even in Billy's small world, 
these two letters stood for something familiar 
— something he saw on so many good 
things at home. Soon he was happily diverted, a 
waiting for the doctor to check his radiograph. 


GENERAL 


Patients can tell the quality... 


but PATRICIAN’S modest price is your surprise 


A glance at the familiar G-E nameplate fells 
people this is quality — but have you dis- 
covered Patrician’s remarkable value? Have 
you ever seen a low cost x-ray unit with all 
these features? Included are both fluoroscopic 
and radiographic facilities; 200-ma full-wave 
power; full-length 81” table; independent 
tubestand; recipromatic Bucky; rotating- 
anode tube and much more — all yours at a 
price competitive with other low cost units. 


MEET THE PATRICIAN PERSONALLY! 
Your G-E x-ray representative will be happy 
to introduce you to one in your area. Or write 
X-Ray Dept., General Electric Co., Milwau- 
kee 1, Wisconsin, for Pub R-111. 


Progress ls Our Most Important Prodvet 
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pleasant-tasting Softab* 
ats quickly in the mouth— 
no water needed 
"attacks basic causes centrally 
and peripherally 
eontains both antiemetic 
and antispasmodic 

longer acting—lower in cost 


Each Softab contains : 
izine Hydrochloride 50 mg. 
glamine (Hyoscine) 

Sulfate ...... mg. 
yamine Sulfate . ..0.05 me. 


for samples end literature 


*ru feat. PEND. 


have you tried 


the Newest, most Modern 


EKG SOL /s guaranteed to perform efficiently on any 
electrocardiograph*. . . to maintain electrodes 
without variance . . . to please the patient be- 
cause of its ease of application . . . and the 
total absence of irritating abrasives . 


like a vanishing cream. 


*Care should be taken to rub vigorously when using string galva- 
nometers or electrocardiographs that do not utilize modern electrical 


circuitry. 


Samples are available promptly upon request 
BURTON, PARSONS & COMPANY 


ELECTRODE CREAM? 


NO GRIT 
SAVES TIME 


SAVES MONEY 


AVAILABLE AT 
LEADING 
SURGICAL SUPPLY 


. . acts 


Washington 9, D. C 


trichinosis were reported in 1957. In one 
family outbreak comprising 4 cases, sau- 
sage or chopped beef that may have been 
contaminated in a meat grinder was the 
probable source of infection. Four other 
cases, proved by biopsy, followed con- 
sumption of homemade garlic sausage. 
Consumption of raw pork and liver pre- 
ceded acute trichinosis in 6 patients, 3 of 
whom died. Numerous trichina larvae 
were found at autopsy of two and by 
muscle biopsy in others. Calcified cysts 
indicating previous infestations were 
found in some of the specimens. Speci- 
mens from a slaughtered pig also showed 
numerous trichina larvae. 


A-132 


BOTULISM 


Six separate reports of botulism af- 
flicting 12 persons were reported in 1957. 
Home-canned foods had been eaten in 
each instance. These included a gluten 
preparation, sausage, mushrooms, string- 
beans, corn, and tuna fish. The type of 
infection was reported in only one in- 
stance, type A  botulinus toxin being 
found in the tuna fish. Four of the 12 
persons with botulism died. 


STAPHYLOCOCCAL FOOD POISONING 


Most of the 58 outbreaks of staphylo- 
coccal food poisoning reported occurred 


in groups of persons who had eaten in 
public establishments or in private homes, 
or had consumed food obtained from 
hakeries and caterers. Poultry and other 
meats were most commonly associated 
with these outbreaks. Eclairs and custard- 
filled cakes and pies were proved by lab- 
oratory tests to be the vehicles of infec- 
tion in only 10 outbreaks. These types 
of food were suspected in 12 additional 
episodes, but the cases were tabulated as 
gastroenteritis, etiology unknown, because 
laboratory confirmation was not obtained, 


STREPTOCOCCAL INFECTIONS 


Four relatively large epidemics of 
streptococcal infection were traced to 
food eaten at social gatherings. In one 
instance, it was estimated that about two- 
thirds of the 900 who attended a charity 
luncheon became ill with septic sore 
throat. Egg salad served at the luncheon 
was considered to be the vehicle of infec- 
tion. In another epidemic which oc- 
curred among those attending a social, 
the potato salad was found to contain 
large numbers of streptococci. Symptoms 
of gastroenteritis characterized the ill- 
ness. Thirty persons became ill with 
cramps and diarrhea following a church 
picnic where chicken salad was served. 
This food contained streptococci. Follow- 
ing a school picnic in another area, large 
numbers of streptococci were found in 
meat loaf, potato salad, and coleslaw 
served to the children, 100 of whom de- 
veloped gastroenteritis. 


GASTROENTERITIS, ETIOLOGY 
UNKNOWN 


The number of reported outbreaks wit: 
unknown etiology constituted more than 
half of the total of foodborne and water- 
borne outbreaks. In about 45 percent of 
them, poultry and other meats were con- 
sidered the vehicles of infection. About 
the same percentage occurred in persons 
eating in public eating establishments and 
in private homes. In most of the 132 
foodborne outbreaks, investigators were 
unable to obtain specimens of food for 
laboratory testing. In a small number, 
specimens were obtained but showed none 
of the organisms usually associated eti- 
ologically with food infection or food 
poisoning. 


CHEMICAL POISONING AND 
NOXIOUS FOODS 

In one of the four reports of chemical 
poisoning, 3 persons showed clinical signs 
of acute lead poisoning. They had cramps 
and diarrhea and complained of a metal- 
lic taste after eating duck meat. The 
ducks had been shot and stored in a 
freezer for 2 months. A laboratory test 
showed the presence of lead in leftover 
portions of the duck meat. In another 
outbreak, lemonade prepared in a cad- 
mium-lined can produced illness in every 
person who drank it at a school picnic. 
The lemonade contained 62.7 ppm of cad- 
mium, and vomitus from patients con- 
tained 15.0 ppm of the metal. A case of 
poisoning occurred in one child who ate 
chocolate-covered ice cream on a stick. 
A washing powder, sodium metasilicate, 
may have spilled into the molds used in 
making the ice cream sticks, or it may 
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delicacy of color and purity of line 


Medrol 


The only corticosteroid with a methyl group in the 6-alpha position. 
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Medrol 


the only methylprednisolone 


0 


no other oral corticosteroid g 
is more effective 


no other oral corticosteroid 
new 


TRADEMARK, REG. U.S. PAT. OFF. METHYLPREDNISOLONE, UF. 


nethy 
lor 
resear 
D 
| 
the 
| 
pr 
We 
Mark 
Dras 
incic 
si 
: 


Mrhis is Medrol—the unique 
methylprednisolone molecule, created 
by long and painstaking Upjohn 
esearch in its continuous endeavor 
WB separate the desirable and undesirable 
fects of adrenocortical steroids. 
by substituting carbon for a hydrogen 
stom at the 6-alpha position, Medrol— 
and only Medrol—enhances 
oti-inflammatory corticoid effects while 
BE drastically reducing or eliminating 
the unwanted mineralocorticoid reactions. 


DERMATOSES 


edrol’s distinctive 
formula achieves 

Major improvement 

n the majority of cases 


meven those resistant 


imo previous steroid 


Drastic reduction in 
incidence and severity 
of side effects. 


IN RHEUMATOID 
ARTHRITIS 
Medrol’s chemical 
distinction 

is reflected in 

* Good to excellent 
results in 
nearly all cases. 

e Frequent functional 
reclassifications, up to 
complete remission. 

* Fewer and milder 
side effects than with 
any other corticoid. 
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IN OPHTHALMIC 
DISORDERS 


The molecular difference 


of Medrol results in 

* Superior effectiveness 
and safety in ocular 
allergies, acute and 
chronic uveitis, and 
other conditions of 
the posterior segment. 


IN BLOOD 
DYSCRASIAS 


The chemical superiority 
of Medrol brings about 
* Full temporary 


remissions in a number 
of patients 
with acute leukemia. 


e Striking clinical 


improvement in 
patients with 
chronic lymphocytic 
leukemia. 


IN ADRENOGENITAL 
SYNDROME 


© Good results with 


Medrol with no 
deleterious reactions. 


IN ALLERGIC 
DISORDERS 


This corticoid 
effectiveness of Medrol 
leads to 
© Superior results in 
9 out of 10 patients 
e Lowest incidence of 
side effects on record 
(about 4 per cent— 
all minor). 
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References 

All quotations are from papers 
presented at the Symposium on 
the Newer Corticosteroids, held at 
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In Rheumatoid Arthritis 


“The observations reported herein 
indicate that 6-methyl prednisolone 
exerted outstanding anti-inflammatory 
effects...that this new compound may 
be employed with safety in treatment 
of rheumatoid arthritis....” 

“Toxicities and side-effects encountered 
thus far have been mild, and for the 
most part unimportant.” 


In Allergic Disorders 


“It is of some interest to observe that 
Medrol proved an effective agent in all the 
different types of allergy encountered 

in this series.... The incidence of side 
effects was extremely low and all 

of these were of minor nature.’’? 


In Dermatologic Diseases 


“There are obvious advantages of 
Medrol over cortisone, hydrocortisone, 
and prednisolone in the avoidance 

of undesirable side effects of steroid 
therapy. More dermatoses will be 
amenable to corticosteroids without 
being subjected to deleterious effects 
that prohibited their use.”* 


In Ophthalmologic Disorders 


“It has proved to be a superior adreno- 
cortical type steroid with a high degree 
of safety factor.”* 


In Adrenogenital Syndrome 


“..-Medrol fulfilled the requirements 
for adequate control of the disease and no 
detrimental effects were observed.’’® 


In Blood Dyscrasias 


“Striking clinical improvement 

occurred in all thirteen individuals 

with chronic lymphocytic leukemia... 
One patient obtained a complete 

clinical and hematological remission....”* 
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have remained in the molds after clean- 
ing. In another instance, 16 persons be- 
came ill shortly after eating breakfast 
on an excursion boat. The type and 
source of toxic agent could not be de- 
termined. 

In four outbreaks reported, ingested 
foods produced toxic symptoms. In two 
instances, mushrooms were eaten. Castor 
beans caused illness in another. Consump- 
tion of smoked fish was reported as the 
probable cause of acute toxic symptoms 
in six persons. 


Sociological 


aspects of aging* 
Howard E. Jensen, Ph.D.+ 


The biological and sociological prob- 
lems of aging, although complementary, 
are quite disparate. Biological research 
on the progressive changes taking place 
in the aging organism deals with objective 
anatomical and physiological phenomena 
directly measurable by physically stand- 
ardized instruments. Sociological investi- 
gation of the interrelationships of the 
aging organism and the sociocultural en- 
vironment, on the other hand, is con- 
cerned with covert or subjective attitudes 
and values that are only indirectly meas- 
urable by instruments. These, in turn, 
involve various culturally conditioned 
judgments in their construction, and re- 
quire constant revision and restandardiza- 
tion with advances in theory and changes 
in cultural value systems, if they are 
commensurable at all. 

Furthermore, as we pass from the bio- 
logical to the sociological investigation of 
aging, the locus of research shifts from 
the more static conditions of the labora- 
tory and clinic to the more dynamic 
settings of fieldwork where scientific con- 
trols are at best crude, and often impos- 
sible. In no field it is more difficult to 
transmute the particularities of individual 
case study into the generalities of sta- 
tistical analysis. 

Again, unlike biological systems, hu- 
man social systems are structured not by 
the genetically determined reaction pat- 
terns of the biological units that compose 
them, but by behavior patterns invented 
and acquired in social interaction. These 
socially derived patterns constitute the 
systems of cultural values which deter- 
mine the social structure of human 
groups. Such structures do not age and 


*Reprinted from Public Health Reports, July 
1958, 

+Dr. Jensen was chairman of the department 
of sociology and anthropology, Duke University, 
Durham, N. C., when his paper, on which this 
one is based, was delivered before the Duke 
University Council on Gerontology at a seminar 
on April 2, 1957. He is now professor emeritus 
of sociology. The full paper was published in 
Proceedings of Seminars, 1956-57, edited by 
F. C. Jeffers, A. H. Edens, and E. W. Busse, 
November 1957, 
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make it a routine practice to have only “regular” patients 


die. They either commit suicide by man’s 
inability to devise new patterns capable 
of dealing with the problems generated 
from within, or they are murdered by his 
inability to repel conquest from without. 
A social system is simply the blueprint 
according to which interpersonal and so- 
cial functions have occurred in the past, 
are occurring in the present, and may be 
predicted to recur in the future. 
Therefore, the aging of an individual, 
as a sociocultural phenomenon, is defined 
not by physicial deterioration or by time 
but by the value system of his society. 
A person is sociologically old when he is 
so regarded and treated by his socii. The 
problems of personal and social adjust- 
ment confronting the aged are the re- 
sultants of the role and status accorded 
them by the group, the social provisions 


for their continuing prestige and security, 
and the opportunities afforded them to 
achieve these ends by their own initiative. 

There is neither time nor need to sur- 
vey the widely divergent perspective of 
aging in various social milieus. Those in- 
terested in pursuing this subject further 
may well begin with Simmons’ and Eisen- 
stadt.” Suffice it to say that universally 
these varying perspectives are the result 
of the interplay of automatic and imper- 
sonal physical, biological, and_ social 
forces on the one hand and conscious and 
purposive personal and social efforts on 
the other. Sociological interest focuses 
upon this interplay in all cultures. 

The aging populations of all cultures 
experience similar physiological changes 
that manifest themselves overtly in de- 
terioration of physical and ultimately of 
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mental capacities. Universal, too, are the 
probabilities of bereavement by the death 
of one’s mate, especially for women. For 
the greater longevity of women, insofar 
as comparative data are available, seems 
to be a phenomenon common to all cul- 
tures. 

Changes in physical activities are every- 
where precipitated by these overt mani- 
festations. But sociological interest in 
the problem of aging does not focus, as 
does the biological interest, upon the ob- 
jective measurement of these changes. 
Instead, it focuses upon the investigation 
of the cultural value systems that define 
these changes in role and status, and upon 
the meaning of these changes to the 
aging persons themselves and to their 
contemporaries. 


PROBLEMS OF AGING 


Sociologically considered, the problem 
of aging in contemporary western culture 
is a new phenomenon in human history 
in at least four ways. Two of these, the 
increasing number of the aged and the 
extension of the time during which they 
enjoy (or suffer) that status, are too 
well known to require more than passing 
mention. 

Two other circumstances have so com- 
pletely changed the sociological character 
of the problem that it is hardly an exag- 
geration to say that prior to their emer- 
gence the problem did not exist. These 
are the abruptness of the social transi- 


tion from productivity to retirement and 
the loss of role and status that accom- 
panies it. 

In the simpler cultures, as well as in 
our own until the last 2 or 3 generations, 
the gradualness of the physiological 
changes was paralleled by a correspond- 
ing gradualness in the change of social 
functions, which permitted a smooth 
transition and a gradual adjustment to 
the new functions by both the aged and 
their younger contemporaries. 

Again, in the simpler societies and in 
traditionally oriented cultures like our 
own until recently, the aged, as a general 
rule, usually suffered no such loss of role 
and depreciation of status as is the fate 
of the majority in our highly developed 
technological civilization. 

In every society, aging is accompanied 
by changes in the active roles played by 
the aged and in the functional categories 
to which they belong. In the simpler so- 
cieties and in cultures oriented to tradi- 
tion, role and status are usually ascribed 
rather than achieved. That is, the func- 
tions to be performed by the person are 
determined by characteristics over which 
he has no control, among the more im- 
portant of which are family lineage, sex, 
and age. When roles are age-graded the 
person acquires the status assigned to his 
role. One knows precisely what changes 
of role will be expected of him and what 
rank will be accorded him as he passes 
from one age grade to another. This 


transition is so gradual, and the social 
conditions under which it takes place so 
stable, as to permit the value systems of 
the culture to be effectively internalized 
in the character of the person. Thus, a 
fair degree of harmony between the ex- 
pectations of the person and the require- 
ments of the group is maintained. 

But in a society based on applied sci- 
ence and technology, both role and status 
are achieved rather than ascribed. The 
role is determined by the individual’s ca- 
pacity to perform the functions required, 
and status by the evaluation placed by 
the group upon the role performed. In 
such a society role and status are con- 
joined. Status is thus linked with the 
role rather than with the person perform- 
ing it, so that when the role is no longer 
performed, the status tends to deteriorate. 


TRADITION AND STATUS 


In societies with ascribed status there 
are at least six distinct roles ascribed to 
the aged that give them a recognized and 
assured social position: 

First, the aged are the preservers and 
disseminators of the knowledge of the 
group. They are its library as well as its 
teachers, for the sacred lore is stored 
only in their memories. As a Yoruba 
proverb states it, “A man may be horn 
to fortune, but wisdom comes only with 
length of days.” 

Second, by virtue of this monopoly the 
aged hold a strategic position in deciding 
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the policies of the group. The maxim, 
“Old men for council, young men for 
war,” is practically universal in tradition- 
ally oriented societies. 

Third, and closely associated with the 
foregoing, are the rights and privileges 
associated with parental authority and the 
ownership and management of family 
property. These prerogatives may persist 
long after death through the sacred and 
binding character often accorded by the 
culture to the dying wishes of family 
heads with regard to property and other 
matters within their jurisdiction. 

Fourth, the aged are often the magi- 
cians, witch doctors, priests, and seers 
as well as the sages of the group. This 
role also frequently survives death 
through the prevalence of ancestor wor- 
ship and fear of ghosts. 

Fifth, they possess the experience and 
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skill required to supervise the industrial 
and decorative arts. 

All these are roles that require little 
physical strength or stamina. They can be 
performed as long as accurate memory, 
sound judgment, and social skill in man- 
aging interpersonal relationships continue. 
They are also highly honorific roles 
whose prestige usually outlives the per- 
son’s capacity to perform them and gives 
to age as such a respect and dignity that 
redounds to the benefit of less competent 
contemporaries. 

For the latter there remains a sixth 
role. The lighter auxiliary tasks of field 
and herd, of hearth and household fall 
to their hands. By these activities they 
release mature adults of both sexes for 
more strenuous work and so maintain 
their status as participants in the com- 
mon life. 


TECHNOLOGY AND STATUS 

All of these roles have played a sig- 
nificant part in the history of our own 
culture. Some of them have been ahol- 
ished by the processes of social change, 
and those that survive have been greatly 
reduced in significance. The monopoly 
of wisdom and knowledge began to 
weaken with the invention of writing, 
and has finally been wiped out by univer- 
sal mass education. The ceremonial role 
ceased with the passing of magic and the 
rise of professionally trained religious 
leaders. The policy-forming role survives 
only for the higher professional, adminis- 
trative, and bureaucratic classes, most 
notably in politics. Finally, the rise of 
technology has greatly reduced the role 
of the handcraftsman and the need for 
auxiliary services. 

Prescribed roles have dwindled as tech- 
nology has advanced and such functions 
as remain to the aged are no longer the 
prerogative of age. In a technological 
civilization, roles are won in strenuous 
competition requiring youth and stamina. 
Status is achieved chiefly through the 
performance of role, and, for the ma- 
jority of the aged, status does not long 
survive its passing. 

Older persons of the upper classes of 
business and professional people who have 
been successful may continue to be in ac- 
tive demand on a part-time basis or as 
consultants, and to enjoy an ascribed 
status after they have relinquished the 
roles through which status was achieved. 
But for those of the lower classes, espe- 
cially the unskilled workers, the loss of 
their economically productive roles is 
usually less gradual, less voluntary and 
reversible, and they enjoy no such halo 
effects of past achievement. They are 
suddenly precipitated into. a situation 
where they lose their financial independ- 
ence, their capacity to make their own 
decisions, and, what is worse, the esteem 
of their fellows and their own self- 
respect. 

But new technological changes now in 
process may have some effect in reversing 
this trend, as an increasing percentage of 
the gainfully employed is now being ab- 
sorbed into professional, technical, cleri- 
cal, and other more honorific pursuits and 
a decreasing percentage into the more 
arduous and unskilled occupations. 

For humanistically inclined researchers, 
the biological objective of gerontology is 
to make old age attainable; the sociologi- 
cal objective is to make it satisfying. 
Medical progress has increased the pro- 
portion of the aged; technological prog- 
ress has reduced the proportion of mean- 
ingful roles available to them, and the 
cultural lag in the social sciences leaves 
us as yet inadequately equipped to deal 
with the resultant problems of personal 
and social adjustment. 

For social research, the fundamental 
problem is to discover and investigate the 
social—not the physical—barriers that 
limit the aged in the pursuit of satisfying 
goals. For applied sociology, the problem 
is to devise techniques to remove or re- 
duce these barriers, or, at least, to com- 
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pensate for them. Techniques must also 
be developed to help aging people to gain 
insight into and to adjust to the changing 
biological, social, and cultural conditions 
that confront them. 

Although these social barriers are gen- 
erally considered to be a product of ur- 
banization and industrialization, both of 
the latter are the results of technological 
changes which began to revolutionize ur- 
ban life in the 19th century and have 
now been extended to rural life as well. 
While it is still true that a rural environ- 
ment is more suited than an urban one 
for satisfactory living in the older years, 
technological changes on the farm are 
also making successful adjustments more 
difficult there. In fact, in at least one 
respect the reaction of the aged to role 
changes may perhaps be less severe in 
metropolitan than in less highly urbanized 
areas, because of a greater degree of 
anonymity and compartmentalization of 
roles among urban dwellers, and a con- 
sequent lessened effect that the reduction 
in any one role has upon participation in 
others. 


SOCIAL ADJUSTMENT 


The criterion of social adjustment, for 
the purpose of this discussion, is the de- 
gree to which an individual is able to 
satisfy his personal needs and to accept 
the role and status accorded him by the 
value system of his community. 

There are two types of adjustments 


confronting the individual in relation to 
his social roles: (a) that normally re- 
quired by the social category to which 
the individual belongs, and (b) that re- 
sulting from a shift in role from one so- 
cial category to another, which usually 
aggravates the attendant prob!ems of ad- 
justment. 

The two problems are quite distinct. 
If, in the course of his life, a man re- 
mains in the same role, while other roles 
which were formerly subjectively rated 
on a parity with or beneath his own in- 
crease in prestige, he suffers a reduction 
in status, notwithstanding the fact that 
his role may have remained stationary or 
actually improved. Studies of role and 
status that do not penetrate beneath the 
objective facts to the changing evalua- 
tion of the culture and the subjective 
attitudes felt by those who participate 
in it have little to contribute to our 
understanding of human relations in gen- 
eral or aging in particular. 

Space does not permit a review of the 
way in which these problems vary with 
regional, rural, rural nonfarm, suburban, 
urban, and metropolitan distribution or 
with position in the class structure, racial 
and ethnic origins, voluntary and involun- 
tary retirement, financial ability, occupa- 
tion, education, religious affiliation, fam- 
ily integration, self-identification with 
aging, and many other sociocultural fac- 
tors. 

Suffice it to say that there has been 


little investigation of the more funda- 
mental sociological problems of these 
categories as evaluated by the community 
or by the aging persons themselves. Such 
an objective factor as decline in socioeco- 
nomic status, for example, is relatively 
easy to measure. It is valuable so far as 
it goes, but it is an inadequate index of 
the sociological problem of aging. It can 
only be interpreted in the light of the sub- 
jective attitudes of satisfaction or dis- 
satisfaction of the person with his new 
role and status, and of the equally sub- 
jective cultural value system that condi- 
tions these changes. 


As the research of Burgess has dis- 
closed, even so objective a measure as a 
count of the activities participated in by 
the aged correlates but moderately with 
personal adjustment to aging, from which 
he concludes that “it is just as important, 
or even more so [to] get at the subjective 
reactions” and “self-conceptions of older 
persons” through their introspective re- 
ports of their attitudes and states of feel- 
ing as it is to study their objective situa- 
tions.* 

Furthermore, these questions of atti- 
tude have as their correlates correspond- 
ing questions of value. To what extent, 
for example, do conceptions of the self as 
culturally derived affect the adjustment 
of the aged? The available data indicate 
a significantly higher degree of malad- 
justment among those who identify them- 
selves as old than among those who are 
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in fact 70 or older. It has also been 
noted that those under 70 who identify 
themselves as old show a slightly higher 
ratio of maladjustment than those 70 
and over who identify themselves as 
middle aged. It would seem, then, that 
although age identification is a factor in 
maladjustment, the importance of this 
factor cannot at present be assessed. The 
degree to which age identification is in- 
fluenced by psychological factors result- 
ing from such physiological and social! 
changes as loss of mate or loss of role 
and status due to physical and mental de- 
terioration is unknown, But one thing is 
certain, under the prevailing value system 
of our culture, to identify oneself with 
the aged is to accept a negative social 
evaluation of the self. 

“The simplest part of the sociological 
problem of aging, then, is to ascertain 
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the objectively determinable physical 
needs of the aged (chiefly economic se- 
curity, housing and medical care, and 
recreational and other leisure-time facili- 
ties), and to provide for them. 

But knowledge about and suitable pro- 
vision for the less tangible and more 
subjective sociocultural needs present far 
more difficult problems for both social 
research and social action. Chief among 
these are needs associated with the more 
subjective values of religion, emotional 
security, personal independence, and so- 
cial status and role. Among these the re- 
ligious needs should be the easiest both 
to determine and to satisfy. 


RETIREMENT 
The needs for independence and for 


social role and status present far differ- 
ent and more difficult problems. It is in 
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these questions of social role and siatus 
that the sociological problems of geron- 
tology chiefly consist. 


Preliminary research, for example, in- 
dicates that it is involuntary retirement 
rather than financial ability per se that is 
associated with initial adverse reaction to 
retirement.* Cavan and associates report 
that, other social categories being equal, 
old people who have had a hard life keep 
their faculties much better and make a 
more realistic adjustment than those who 
have had an easier one.’ Nevertheless, 
voluntary and enforced retirement show 
a high correlation respectively with posi- 
tive and negative attitudes toward that 
status. Voluntary retirement presents few 
problems of personal maladjustment in 
making the transition. But most of those 
forced into involuntary retirement under- 
go at least temporary maladjustment. Al- 
though financial ability or inability to re- 
tire seems to make little difference in the 
immediate adjustment to retirement, the 
financially able adjust more quickly than 
those who are compelled to find or to 
accept new sources of financial support.” 
The burden of retirement therefore rests 
most heavily on the lower classes, few of 
whom are able to retire voluntarily. Lack 
of regular activity is several times as 
prevalent here as in the middle and upper 
classes, and most of them desire to return 
to work. This is confirmed by the tend- 
ency of able-bodied retired workers to 
return to full employment when the op- 
portunity to do so becomes available. 
Those who are physically unable to con- 
tinue at their former occupations would 
rather transfer to less strenuous jobs 
with less loss of income than retirement 
would impose, bitterly as they may resent 
the loss of status involved. Prevailing 
cultural evaluations make it difficult for 
the worker to adjust to a lowering of 
status within the established heirarchy of 
employment roles. 

There is no substitute for gainful em- 
ployment for this group, both because of 
economic need and because their limited 
range of interests provides little motiva- 
tion to engage in other forms of satisfy- 
ing and creative activity. Such persons 
have little to retire to except retirement, 
owing to the difficulty of developing new 
interests and changing old habits. It is 
for these groups that the day care cen- 
ters, such as the center sponsored by the 
New York City Welfare Department, fill 
an urgent need. Most of the clients of 
these centers are public welfare recipi- 
ents, many of whom live alone or are left 
to themselves while other members of the 
families with whom they reside are at 
work. The department reports a notable 
reduction in the medical care needs of 
their participating clients, and not one 
case of hospitalized mental illness among 
the participants.’ 


THREE-GENERATION FAMILY 


During the depression, responsible citi- 
zens first realized that changes in the so- 
cial structure of family and community 
life and in public opinion had been so 
great as to render the older conceptions 
of family care inadequate and difficult, if 
not impossible, to enforce legally. For in 
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the traditional three-generation family the 
rights of the elders within the family 
circle stemmed less from the legal obli- 
gation of their offspring than from the 
force of custom and strong feelings of 
filial obligation. These feelings survive 
in European culture somewhat more 
strongly than in our own and are still 
recognized in the peasant concept of 
Ausgedinge or Altenteil.” As Mumford 
has said, “probably at no period and in 
no culture have the old ever been so 
completely rejected as in America during 
the past generation.” 

It is this loss of role and status within 
the three-generation family that consti- 
tutes the sociological problem of aging. 
Any program for the aged that does not 
provide a community substitute for the 
range of vital interests and socially val- 
uable functions provided by the tradi- 
tional three-generation family is sociolog- 
ically unsound. Many current develop- 
ments in community planning for older 
people merely aggravate this problem. 
They provide a segregated community of 
beauty, order, and convenience, with ex- 
cellent housing and recreational facilities 
and physical and medical services. But 
by congregating their clients (or should 
I say, their victims) in segregated com- 
munities, they further isolate them from 
normal interests and responsibilities. 

No amount of amusements and hobbies, 
invaluable as they are in individual cases, 
can provide the savor of reality and the 
zest for life of normal participation in 
the activities of a mixed community, and 
restore to the aged the role and status, 
the social acceptance and _ self-respect 
they formerly enjoyed in the three-gen- 
eration family at its best. Without these, 
the finest provisions for housing and 
physical care can furnish nothing more 
than a first-class ghetto. As the resident 
of one such model project complained 
bitterly, “All we do here is to wait for 
each other to die. And each time we 
say, ‘Who will be next?’ What we want 
is a touch of life. I wish we were near 
shops and the bus station where we could 
see things.”* Man is a social being with 
many nonphysical needs that can be satis- 
fied only by active participation in the 
common life of his fellows. 

We shall not have attained a healthy 
and socially mature society until we have 
developed roles for every age category 
in the community and a social status 
commensurate with the role performed. 
Nothing can provide the satisfactions of 
gainful employment for those able and 
willing to continue it. 

In the increased leisure of those who 
have successfully adjusted to retirement 
or semi-retirement there exists a vast 
potential for public and social service 
which we have hardly begun to tap. But 


such voluntary services are little more . 


than busy work unless they are integrat- 
ed as essential parts of community life. 
They can provide their participants with 
a realistic sense of doing something that 
is important and valuable only if they are 
regarded by the community as having im- 
portance and value. For this group, it is 
especially important to lift the barriers 
to employment based on chronological 
age and to substitute capacity to function. 
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PREVAILING VALUES AS BARRIERS 


An adequate and comprehensive pro- 
gram ‘of social action on behalf of the 
aging must await the development of a 
new social philosophy and its incorpora- 
tion into a new set of folkways and 
mores with regard to their capacities and 
needs. Even the limited research now 
available in these fields is not generally 
known. Consequently, public opinion and 
policy lag considerably behind even what 
we know. This lag is primarily due to the 
resistance of the prevailing value system 
with its emphasis on youth, speed, initia- 
tive, and inventiveness at the expense of 
such qualities associated with age as ma- 
turity of experience, judgment, skill, and 
reliability. 


Unfortunately, this lag has been in part 


institutionalized in plans which imple- 
ment the conviction that it is desirable 
to retire the older to make room for the 
younger workers with new ideas and 
eager for advancement. The accent on 
youth has found reenforcement in such 
sentimental slogans as Ellen Key’s, “The 
twentieth century as the century of the 
child,” and more recently by such soci- 
ological fallacies as the famous definition 
of the family as a group of interacting 
personalities built up about the child, or 
the emphasis of child guidance workers 
upon the parent-child relationship as the 
most fundamental of human relationships, 
rather than the husband-wife relation- 
ship. For not only is the husband-wife 
relationship prior in time to the parent- 
child relationship, and more enduring, but 
it is a major factor in determining what 
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Indeed, such expressions may become 
occasions of further frustration. For as 
Cottrell has shown, the degree of adjust- 
ment to social roles which society assigns 
to its categories, including age, varies 
directly with the clarity with which such 
But to those who are experiencing the roles are defined. Lack of clarity and 
realities of the departure of children, consequent maladjustment result from 
loss of spouse and friends, impairment of any “discrepancies between what is given 
health and vigor, reduction of income, verbally and what is demonstrated in 
and loss of role and status, there is noth- _ practice.” 


quality of the parent-child relationship 
can exist. 

Perhaps we are in danger of a corre- 
sponding distortion in our philosophy of 
aging by such verbal legerdemain as “the 
golden years,” and “the best is yet to be.” 


ing either golden or good. As one re- 
sourceful lady of 72 put it, “When one 
has given her life to serve others, first 
children and later other members of the 
family, and when they are gone and one 
is all alone—there is no longer any use 
to live, life has lost its meaning, there is 
no substitute.’”” 
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A fundamental reorientation in the pre- 
vailing value system is required, since the 
degree of adjustment to any role varies 
with the consistency with which others 
respond to one in that role.” 


FUNDAMENTAL PHILOSOPHY 
It is entirely proper to take a more 


optimistic attitude toward old age in gen- 
eral than is now current, but a realistic 
philosophy will pander to no hopes or 
sentiments that are incapable of practical 
realization. It will recognize four basic 
facts: 

First, that there is an irreducible num- 
ber of the aged incapacitated for partici- 
pation in any active program. 

Second, that there are large numbers 
who are capable of sufficient rehabilita- 
tion to resume activities outside their 
homes. 

Third, that some of these lack abilities 
or motivation for participation in activi- 
ties beyond recreation and entertainment. 

Fourth, that for many others there ex- 
ists an urgent need for discovering and 
developing economically and socially pro- 
ductive roles offering opportunity for 
continuing, even if decreasing, individual 
satisfaction and status in the later years. 
One of the most distressing aspects of 
aging is maladjustment from frustration 
due to a culture that denies roles and 
status to which the aged are still entitled 
as a matter of right by their potential 
contributions to the common life. But 
the physiological changes of advancing 
years make changes in social roles ulti- 
mately inescapable. 

Actions designed to facilitate shifts in 
roles will require much more extensive 
and «letailed sociological research than is 
now extant. These must include: 

1. The determination of roles appro- 
priate to the disabilities involved. 

2. Technical case and group procedures 
to assist the aging in the process of 
transition. A realistic understanding of 
the social worth of the new role must be 
developed, and the aging must have op- 
portunities to identify themselves with 
these roles through intimate individual 
contacts, imaginative practice or dramati- 
zation, or actual participation. 

3. And most difficult of all, a trans- 
valuation of the prevailing system of 
values in our culture so that the new 
roles assumed by the aging may be ap- 
preciated. This is an essential basis for 
any program which the aged themselves 
can accept as realistic and satisfying. 
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Health needs 
and opinions of 
older adults* 


Lena DiCicco, M.S.P.H., 
and Dorrian Apple, Ph.D.+ 


To learn something about how older 
people perceive their health needs and 
how they meet them, an interview survey 
was conducted among 95 elderly persons 
living in a low socioeconomic district of 
Boston, Mass. Although the findings may 
be characteristic to some extent of the 
socioeconomic level of the group, they 
are undoubtedly related in part to the re- 
spondents’ age. In any event, the group 
is a sample of potential consumers of 
public health services. Their behavior, 
attitudes, and opinions should be of value 
to public health personnel planning or 


*Reprinted from Public Health Reports, June 
1958. 

*Miss DiCicco, health educator, and Dr. Ap- 
ple, sociologist, were members of the staff of 
the gerontology and chronic disease unit of the 
Harvard School of Public Health when the sur- 
vey reported here was undertaken. Miss Di- 
Cicco is presently on the staff of the health 
division of United Community Services of Met- 
ropolitan Boston. Dr. Apple is with the Boston 
University School of Nursing. 


administering services for such a popula- 
tion. 

The study, carried out in 1955, was de- 
signed specifically to investigate the fol- 
lowing factors and their interrelations: 
state-of health and health care, satisfac- 
tion with health, respondents’ appraisal of 
health needs and care, and use of mass 
media for health information. With a 
few changes, a number of the questions 
in the interview schedule were taken 
from the much more extensive schedule 
used in the survey in the Kips Bay-York- 
ville Health District of New York City.’ 
Most of the interviewing was done by an 
interviewer with considerable training 
and experience on research projects of 
the Harvard University department of 
social relations. The remainder was done 
by DiCicco. 


CHARACTERISTICS OF THE SAMPLE 


A random sample of 158 persons 65 
years of age and over was drawn from a 
single census tract within the Whittier 
Street (Roxbury) District of the Boston 
Health Department. According to the 
1950 census, the total population of those 
ages in the census tract is 377. Median 
rental in the residential area is $24 per 
month; about 35 percent of the housing 
is dilapidated or has no running water; 
less than 15 percent of the employed have 
“white collar” jobs or better; and more 
than half the population is nonwhite. 

The sample yielded 95 interviews. Of 
the 63 nonrespondents, 26 were men and 


37 women; 39 persons (16 men and 23 
women) had moved, were deceased, or 
could not be found; 14 (9 men and 5 
women) had working hours that prevent- 
ed their being interviewed; and 1 man 
and 9 women refused to be or were in- 
capable of being interviewed because of 
illness or a language handicap. The in- 
terviews averaged an hour in length. 
Only seven of the respondents showed 
any negative feelings about being inter- 
viewed. 

Of the 95 respondents, 25 were be- 
tween 65 and 69 years of age; 55 were 
in their seventies; and 15 were 80 or 
over. Twenty were white men, and 15 
were Negro men; 40 were white women, 
and 20 were Negro women. Forty-four 
were born in the United States; of the 
foreign born, 18 were born in Canada, 11 
in Ireland, 7 in the British West Indies, 
and the remaining 15 in 13 other coun- 
tries. The mean length of residence in 
this area of Boston was 40 years. 

Twenty-nine of the respondents were 
married; 58 were widowed, divorced, or 
separated; and 8 were single. Besides the 
29 married respondents, who were living 
with their spouses, 30 persons were liv- 
ing alone, 25 were living with relatives, 
and 11 were living with nonrelatives. 
Twenty-one reported owning their own 
homes, and 74 were tenants or lodgers. 
Fourteen persons had finished high 
school; 28 had attended high school; and 
53 had not completed grammar school. 
Forty-six were Protestant; 40 were Ro- 
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man Catholic; and 3 were members of 
other faiths; the others did not designate 
a religious affiliation. Eighteen had never 
worked ; 14 were currently employed; and 
63 had previously worked. 

In summary, the sample included sub- 
stantial numbers of whites and nonwhites, 
Roman Catholics and Protestants, native 
born and foreign born. The preponder- 
ance of women, the low educational level, 
the few still employed, and the small 
number living with spouses are charac- 
teristic of older persons. Their poverty 
and substandard housing are character- 
istic of the area in which they live. 

The race and sex distributions of the 
sample were representative of the distri- 
butions of all persons aged 65 years and 
over in the census tract. The sample, 


however, tended to be older than the 
census tract population. Half of the 377 
persons 65 years old and over in the cen- 
sus tract were in the 65-69 group, but 
only one-fourth of the sample were in 
this age category. The difference is prob- 
ably due to the number of persons in the 
lower age group who were not inter- 
viewed because of their working hours. 


STATE OF HEALTH AND HEALTH CARE 


The state of health of the respondent 
was determined through questions about 
the number of days spent in bed during 
the previous year, ailments or symptoms 
present at the time of the interview, and 
whether he was under treatment by a 
physician. Conditions were considered to 
be under treatment if medication pre- 
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scribed by a physician was being taken 
or if the patient had been seen by a phy- 
sician within the previous 6 months. 
Only two-fifths of the sample reported 
having been in bed because of illness dur- 
ing the previous year. Thirty-three per- 
sons said they had been ill once, and 4 
had had 2 illnesses each. These 37 per- 
sons reported a total of 696 days in bed. 
Forty persons said they had an illness 
under treatment at the time of the inter- 
view; 28 reported an illness not under 
treatment; and 27 reported no illness. 


Of the 208 ailments reported by 68 in- 
dividuals, heart and circulatory diseases, 
diseases of bones and joints, and hearing 
disorders are the three leading categories, 
These are chronic diseases for which 
medical science has little to offer in the 
way of cure. Practice and opinion of the 
group surveyed, as brought out in the 
data that follow, reflect a conviction that 
aches and pains and physical limitations 
are a part of old age and a general skep- 
ticism that anything can be done about 
them. 

Index of health—From several ques- 
tions we constructed a single index of 
health that would distinguish the more 
healthy from the less healthy persons. 
With such an index, we could test wheth- 
er the more healthy differed from the 
less healthy with regard to other data 
that we gathered from our sample. 

The index we constructed is known as 
a Guttman scale. This method of com- 
bining replies to several questions into a 
single score for each person was de- 
veloped during World War II by social 
scientists employed by the Army to study 
experiences and opinions of  soldiers.** 
It has been used extensively in sociologic 
research and has a number of advantages 
over other methods of combining several 
items of information into a single score. 
(Every Guttman score reported in this 
paper has a coefficient of reproducibility 
of more than 0.90.) 


For example, suppose we have infor- 
mation about the presence or absence of 
three traits, A, B, and C, in a sample of 
people. Suppose that these three traits 
are all indicators of a single underlying 
characteristic, such as healthiness, and 
that trait A occurs most frequently, trait 
B the next most frequently, and trait C 
the least frequently. If we find that per- 
sons who possess only one of the traits 
possess A, while those who possess two 
of them possess A and B, then the items 
form a Guttman scale. We have in our 
sample only four tyes of persons: those 
who have none of the traits, those who 
have A only, those who have A and B, 
and those who have all three. This stair- 
step arrangement means that we can con- 
clude that each type possesses a greater 
degree of the single characteristic under- 
lying the traits than does the type pre- 
ceding. 

Item A in our index of health was 
based on replies to the question about 
number of days in bed. Item B was 
based on an index of satisfaction with 
health constructed from replies to five 
questions: How would you say your 
health is now? Do you think your health 
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is better or worse than that ot other peo- 
ple your age? Is your health better or 
worse or about the same as it was 10 
years ago? Does it keep you from doing 
things? Does it keep you from seeing 
people? Item C was based on responses 
to the question of whether the person 
was having any present trouble with his 
health. 

Using this scale, we were able to dis- 
tinguish four types of persons ranging 
from the most healthy to the least healthy. 

As a test of validity, our state of 
health scale was cross-tabulated with the 
interviewer’s rating of respondents on Ze- 
man’s rating scale of activity.‘ Zeman’s 
ratings are: (a) capable of unlimited 
and unsupervised activity; (b) capable 
of moderate activity in the neighborhood 
but perhaps requiring assistance for ex- 
tended or tiring trips; (c) activities limit- 
ed, needs supervision and assistance a 
good part of the time, is practically 
housebound, needs transportation for trips 
to doctor or clinic; (d) confined to bed 
or immediate vicinity; (e) totally blind 
or so self-limited that self-care is not pos- 
sible. The correlation was 0.59, which is 
adequate evidence of the validity of our 
scale. (This and all other correlations 
were calculated by the formula for the 
phi coefficient, with both variables dichoto- 
mized as close to the median as possible. 
For this sample, a phi coefficient of cor- 
relation greater than 0.21 is large enough 
to be statistically significant at the .05 
level.) 

Health care—\\e were interested in 
finding out whether persons who rated 
low on the state of health scale reported 
receiving more or less health care than 
those who rated high. To answer this 
question we constructed at Guttman scale 
of health care received. Item A was 
based on the question of whether the per- 
son has a physician or hospital to which 
he usually goes. Item B was based on 
replies to this question: Some people 
think it’s a good idea to see a doctor for 
a regular checkup ever so often even 
when they aren’t sick, while other people 
think there’s no use seeing a doctor un- 
less you have something wrong; what do 
you think? Item C was based on whether 
the person said he had seen a physician 
for any purpose in the previous year. 

We computed a phi coefficient of cor- 
relation between health status and health 
care using types as defined in the state 
of health scale and in the health care 
received scale. The two had a correlation 
of —0.24, which means that there is a 
moderate but significant tendency for peo- 
ple who are healthy to stay away from 
health care (according to their report of 
their activities) and for the less healthy 
to receive health care. 

Characteristics of the two groups—We 
were also interested in what differences 
there were within the “healthy” and the 
“unhealthy” groups between those who 
received much health care and those who 
received little. By thus holding constant 
the effect of health, we hoped to find in- 
dications of the reasons that some per- 
sons received more health care than 
others 

Within each of the two groups, we in- 
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vestigated the relationship between health 
care and age, sex, race, marital status, 
native or foreign birth, education, eco- 
nomic level, and whether the person lived 
alone or not. Within the healthy group, 
a clear difference emerged in regard to 
place of birth, marital status, and eco- 
nomic level. (Our criteria for higher, 
versus lower, economic level were: re- 
spondent owns his own home or he is 
working or chief wage earner of the 
household is working.) All persons who 
were native born, married, and economi- 
cally better off than their neighbors re- 
ported a low level of health care. As we 
proceed to those possessing any two of 
these characteristics, to those possessing 
any one of them, and finally to those who 
are foreign born, nonmarried, and of a 
low economic status, the proportion with 


a high level of health care steadily in- 
creases. The difference is great enough 
for the chi-square test to reject the null 
hypothesis at the .01 level. 

The same relationship between health 
care and place of birth, marital status, 
and economic level tended to appear 
among the less healthy, though the rela- 
tionship in this group is not great enough 
to permit rejection of the null hypothesis. 

These data indicate that it is likely that 
hospitals and physicians do not see a rep- 
resentative cross section of the population 
of older persons whom we studied. There- 
fore, health services for older people 
planned on the basis of knowledge of the 
needs, wishes, and life circumstances of 
patients may not be acceptable to those 
who are not seeking health care. 

The apparent relationship between the 
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ed from answers to four questions. These 
concerned (a) visits (sometimes or often) 
with relatives or friends, either in the 
respondent’s home or elsewhere; (5) 
walks or rides (sometimes or often); 
(c) a trip “to town” in the past 6 months, 
and (d) church attendance (at least once 
a week). 

Finally, a content analysis of statements 
made by respondents when they were 
asked how their health compared with 
that of others their age disclosed that 
one theme appeared much more frequent- 
ly than any other. This was the theme of 
ability to get around, to get out, to do 
what one has to do. As one lady put it 
(age forgotten): “He gives me health 


® 
and strength to get my work done. My 
‘tired’ makes me fall down at night, but 
then I’m all right for the morning.” And 
S one 74-year-old man: “My health is bet- 


yrup 


LEAVES NOTHING TO BE DESIRED 


ter than some who are 25 or 30. I carry 
a big buffing machine up and down stairs 
all by myself.” 

On the basis of this evidence, we ac- 
cept the hypothesis that, for a majority 
of these people, to be active is to be 
healthy. We may speculate that being 
active allows older persons to satisfy 
their need for independence and thus to 
live up to society’s requirements. In this 
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amount of health care and the three 
characteristics might be interpreted this 
way: All three characteristics have to do 
with social affiliation. The foreign born 
have disrupted their early ties by emi- 
grating. Married people have a social tie 
which the widowed, divorced, and single 
do not have. Our measure of economic 
level is home ownership or employment, 
both of which are social ties. Since re- 
ceiving health care provides an opportu- 
nity for association with other people, it 
may be that a desire for contact with 
other persons and a felt lack of social ties 
lead the foreign born, the nonmarried, 
and those with a lower economic status 
to obtain health care. Further research 
would be needed to test this interpreta- 
tion. If it were found to be correct, then 
this motivation for seeking health care 
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might provide a means to increase the 
utilization of health services by at least 
a part of the population of older people. 


SATISFACTION WITH HEALTH 


We hypothesized that a major variable 
in our sample’s evaluation of their health 
was the degree of activity which a re- 
spondent felt he could sustain. Evidence 
to confirm this hypothesis was found in 
three ways. 

First, interviewer rating on Zeman’s 
scale of activity had a correlation of 0.54 
with our five-item index of satisfaction 
with health, previously described. This is 
a highly significant degree of correlation. 

Second, the index of satisfaction with 
health had a correlation of 0.44 with a 
Guttman scale of respondent’s reported 
activity. The activity scale was construct- 


group, health seems to be important only 
as it affects an individual’s capacity to 
carry on activities important to him. 

These findings raise serious questions 
about the kind of health education that 
would be meaningful in getting this group 
under medical care, let alone preventive 
care. They often consider themselves well 
despite ailments so long as they can meet 
the requirements of everyday living. 


RESPONDENTS’ APPRAISAL 


A person’s ideas on what constitutes 
good health and good medical care are 
important in how well he maintains his 
health. A number of questions in the in- 
terview supply information on how these 
older people view their health needs and 
the care they receive. 

Periodic medical examinations—Re- 
spondents were asked when they had last 
had a “regular, thorough checkup.” Fifty- 
six reported having undergone such an 
examination within the previous 2 years, 
but further questioning revealed that only 
19 persons, or one-third, had visited a 
doctor specifically for a checkup. The re- 
maining 37, or two-thirds, explained that 
the “checkup” was given them when they 
went for treatment of a disorder. 

Thirty-three persons, more than half 
of the 56, reported that their physical 
examination had been performed by a 
private physician. 

As a rough measure of the scope of 
the examination given, information was 
sought as to how many of the examina- 
tions included a chest X-ray, a blood test 
of some sort, and a urine test. Only 20 
persons had had all three and 10 had had 
none, as shown in the tabulation below. 
These findings indicate that the examina- 
tion given most of these people was not 
a “thorough checkup,” although they do 
not show anything about the adequacy of 
the examination with regard to the par- 
ticular disorder under treatment. 
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20 
12 21.4 
14 25.0 
10 17.9 
56 100.0 


All 56 respondents who said they had 
undergone a physical examination ex- 
pressed satisfaction with the adequacy of 
the examination. 

These facts point to a general miscon- 
ception in this group as to what consti- 
tutes a “regular, thorough checkup,” as 
this would be defined professionally. By 
the respondents’ standards, any contact 
with a physician, regardless of how the 
physician might define the purpose of the 
visit, was apparently a “thorough check- 
up.” It would be valuable to know 
whether this group is typical of the gen- 
eral population in its apparent lack of 
knowledge of diagnostic tools. 

To obtain further data on attitudes 
about the value of preventive health serv- 
ices the sample were asked to agree or 
disagree with two statements: “I think it 
is a good idea to have a checkup ever so 
often even though I’m not sick.” “Doc- 
tors are good people to keep away from 
when you're feeling well.” 

About half of the sample agreed with 
the first statement, but only one-third of 
the sample disagreed with the second. 

In judging the responses to these ques- 
tions, the consistency in the respondents’ 
answers is important. About 78 percent 
of the group originally rejecting the idea 
of preventive care repeated their views 
when asked the second question. Of the 
50 persons who, in answering the first 
question, professed belief in the idea of 
a checkup even though not sick, only 50 
percent were consistent in their answers 
to the second question. Even more sig- 
nificant is the small number of persons, 
only 19, who acted on their belief that a 
preventive physical examination is a good 
thing. 

Some of the negative comments on the 
subject of preventive care include: “Why 
go to a doctor when you can always tell 
when you're getting sick.” “Some older 
people are always running to doctors be- 
cause they have nothing better to do, and 
are making themselves sick.” “I don’t 
want to worry till I have to.” “If you 
go, he’s got to find something wrong with 
you; it’s his business.” 

The idea that you know when you are 
sick made some sense 50 years ago when 
a large proportion of the prevalent ill- 
nesses were infectious and were accom- 
panied by symptoms that the layman 
could recognize as signs of illness. The 
idea seems particularly inappropriate, 
however, for an age group prone to 
chronic diseases, the onset of which may 
be slow and inconspicuous. It would be in- 
teresting to see to what extent these ideas 
are shared by younger adults who have 
grown familiar with the preventive as- 
pects of pediatric care, for instance. 

As long as people go on measuring 
health in terms of their ability to eat and 
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sleep or keep going, they will reject the 
idea that a physical examination is neces- 
sary to determine health status. 

Preventive clinic facilities—In contrast 
to a majority of the group’s negative 
feelings about the value of a physical ex- 
amination, about two-thirds stated that 
they thought older persons would use a 
special neighborhood clinic where they 
could get advice and a checkup free of 
charge. An opinion on this subject was 
sought in an effort to gain some inkling 
as to whether this group would use such 
a service if one should ever be made 
available. 

This generally favorable reaction de- 
serves close scrutiny. It is easy and costs 
nothing to say yes to an abstract question 
like this one concerning use of a nonex- 


istent facility for which there will be no 
direct consumer cost. Also, this same 
group held few opinions on medical fa- 
cilities with which they had not had di- 
rect experience. Since the only clinic in 
the Boston area like the one described 
was not known to any of the respondents, 
it is difficult to regard these assents as 
anything but superficial. Expressed be- 
liefs and practices of this group as re- 
vealed elsewhere in the study do not re- 
flect a “felt need” for preventive medical 
services, however much we would like to 
think so. 

Physicians—Fifty-three respondents 
said they had a private physician who 
usually took care of them. How had 
they selected him? Thirty-eight of them, 
about three-fourths, said he had been rec- 
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ommended by relatives or friends. Four 
had heard of him through a social work- 
er, and 11 by various other means. 

Respondents’ standards for evaluating 
a physician were elicited by asking how 
a person can tell whether he can trust a 
doctor. As this question was added to 
the interview schedule after some inter- 
views had been completed, we have re- 
plies from only 79 persons. One theme in 
the replies had to do with the doctor’s 
technical competence: “You can tell by 
his background,” or “His _ treatment 
works.” Another theme had to do with 
appreciation of the doctor’s personal qual- 
ities: “I like the kind of person he is,” 
or “I like the way he does things.” 

Men and women differed significantly 
in their responses to this question (chi- 
square—8.3; P < .02). Men emphasized 
the more pratical-sounding “satisfaction 
with treatment”; with women, the doc- 
tor’s personality seemed to count most. 
Also, of 15 persons who said they trusted 
a physician because he was recommended 
by others (included in the category la- 
beled “other”), 13 were women. 

Only two persons named valid criteria 
for trusting a physician: one, the doc- 
tor’s background; the other, his staff po- 
sition in a hospital. The apparent lack of 
knowledge in this area is not surprising; 
knowing how to judge a physician pre- 
supposes a sophistication about medical 
matters not usually acquired except 
through special education or sustained 
contact with the medical world. 

For the same reason, the patient’s abil- 
ity to evaluate his physician’s treatment 
is to be questioned. As one person put it 
in stating his disadvantageous position: 
“If you’re a patient, you have to trust a 
doctor.” 

The patient’s need to personalize this 
dependent relationship with his doctor is 
captured in one woman’s statement: “I 
must like him because the doctor will help 
me if I have confidence in him and if I 
trust his judgment.” 

This need to like the doctor as a per- 
son is difficult to fulfill within the frame- 
work of an overcrowded clinic where 
many older persons receive care and 
where treatment is not necessarily always 
by the same physician. If rewards in the 
way of treatment are scanty for this age 
group, how much more is there need for 
allowing this doctor-patient relationship 
to develop within the clinic setting! 

In general, attitudes toward doctors 
were strongly positive. Eighty percent 
disagreed with the negative stereotype, 
“Doctors aren’t really interested in what 
happens to you,” and 73.6 percent denied 
that “doctors tend to treat younger peo- 
ple better than older people.” Also, there 
were defending statements such as these: 
“If some old people don’t get good serv- 
ice, it’s their own fault because they’re so 
cranky and critical.” “They’re so over- 
crowded, they do the best they can with 
what they have.” 


Medical facilities—Respondents were 
asked to name medical facilities they had 
actually used among the six major hospi- 
tals in the Boston area, the city health 
department, the visiting nurse association, 
and nursing homes. 
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Fifteen persons stated that they had 
never used a hospital service, but the re- 
maining 80 had had 144 hospital admis- 
sions. Opinions about 112, or four-fifths 
of the 144 admissions, were frankly fa- 
vorable. Ten persons had had experience 
with the visiting nurse association and 
three with the health department, each of 
whom expressed a favorable opinion of 
the facility. Respondents were also asked 
to give opinions on hospitals whose serv- 
ices they had never used, but most of 
them hesitated to comment without direct 
experience. 

Knowledge and discrimination about 
medical care and public health facilities 
are not widespread. This is not surpris- 
ing since most people are not interested 
in services until they need them. When 
they do, there is no readily accessible 
body of knowledge which could help 
them in making a wise choice of facili- 
ties; and even if there were, according to 
the data given here and elsewhere, their 
choice would probably still be based on 
recommendations of family and friends. 

Perhaps the question of sponsorship of 
a special preventive clinic might be raised 
here. The desirability of a health depart- 
ment’s undertaking this service should be 
explored carefully, with at least this ob- 
servation in mind: Most of the group of 
older people in this study had never used 
any of the health department services, 
according to their statements on the sub- 
ject. Moreover, the disadvantages of sep- 
arating preventive and curative aspects of 
child care, for example, are becoming in- 
creasingly apparent. Planning of services 
for older people might well be done with 
an eye toward integration with facilities 
and services already known and used by 
this age group. Integration of a preven- 
tive service with other services is partic- 
ularly important when the need for such 
a service is commonly unrecognized. Con- 
sideration should be given to any practice, 
no matter how administratively unortho- 
dox, that would enhance the possibility of 
the services being understood and used. 


MASS MEDIA FOR EDUCATION 


Since much effort has been directed to- 
ward acquainting the public, chiefly 
through mass media, with some of the 
basic facts about tuberculosis, cancer, and 
diabetes, we asked our sample questions 
to test their information about these dis- 
eases. More than two-thirds of the sam- 
ple answered questions on tuberculosis 
and cancer correctly. Agreement with the 
statement that cancer can be cured was 
often qualified by a doubting tone or 
with an additional “so they say” or “they 
say it can.” Perhaps information cam- 
paigns are allowing the public to make 
the correct responses while still clinging 
to old beliefs. 

Only about half of the persons inter- 
viewed agreed that people with diabetes 
can lead a useful life, with 33 unable to 
give an answer. Although the prevalence 
of diabetes makes it seem likely that 
everyone is acquainted with the disease, 
the sizable number of “I don’t know’s” 
might reflect the feeling that one can’t 
really judge what it’s like for someone 
else to have the disease. 
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Questions were asked as to whether 
the respondent read articles about health 
in the newspaper or magazines or listened 
to health programs on the radio or tele- 
vision. There was no significant difference 
in information about diseases between 
those who use such media for health in- 
formation and those who do not. 

Of the 86 persons who can read news- 
papers, 52, or almost two-thirds, said 
that they read articles on health. How- 
ever, very few could name columns that 
they read regularly. Of the 88 persons 
who have a radio or television set, only 
34, or approximately two-fifths, said that 
they listen to programs on health. Com- 
mon replies were: “I don’t know why I 
don’t,” and “I’m just not interested.” 

Sex, race, or satisfaction with health 
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status produced no significant differences 
in responses to these questions. 

The picture is quite clear here that, al- 
though many people might feel that the 
aged ought to be interested in knowing 
more about health and illness, the people 
themselves probably wish just the oppo- 
site, that is, to escape the infirmities cou- 
pled with the aging process. 


SUMMARY AND CONCLUSIONS 


An interview survey of 95 persons aged 
65 years and over who reside in a low 
socioeconomic district in Boston, Mass., 
has produced some observations that may 
be of value to public health personnel in 
planning and administering services for a 
similar population. 

The most common perception of health 


among this group was in terms of actiy- 
ity. Health was important only as it be- 
came poor health and interfered with 
daily activity and maintenance of inde- 
pendence. 

Since perception of health is an impor- 
tant determinant of one’s beliefs and 
practices in the areas of medical and 
preventive care, the implications of this 
perception are significant. It makes for 
difficulty in motivating such people to 
seek medical care for the many ailments 
that are not severely handicapping. And, 
as borne out by opinions and practices 
discovered in this survey, it makes even 
more difficult attempts to make preven- 
tive services meaningful. 

Among the study group, there seemed 
to be little appreciation of the newer 
diagnostic and therapeutic tools, and ob- 
jective criteria for selecting and judging 
the quality of medical care received were 
almost completely lacking. Selection and 
evaluation of physicians and facilities 
were made almost completely on the basis 
of personal experience and opinion of 
family and friends.+ 

There was little expressed need for 
preventive services, and for the most part 
these people had already-established pat- 
terns for using medical facilities, based 
chiefly on personal contacts. 

These findings suggest that preventive 
services for older people probably should 
be approached from the point of view of 
integration with services that they con- 
sider well established. The services might 
be paid for by health departments but 
administered within hospital outpatient 
departments or departments of welfare. 

The frequently mentioned. “look at the 
whole man” is especially important when 
that man is part of our aging population. 
The things that give life meaning for him 
greatly influence the narrow sphere of ac- 
tivities which can be described as health 
behavior. Sound public health planning 
cannot be accomplished in a vacuum. 

In some communities, public health re- 
sponsibility might mean taking the initia- 
tive to get community concentration on 
the problem. In those where the frame- 
work for action already exists, responsi- 
bility might consist of taking an objective 
look at all medical and public health serv- 
ices as they affect the elderly, putting 
new emphasis on already existing pro- 
grams, and creating new services within 
whatever agency seems to offer the best 
chance of being used by the consumer in 
question. 
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The increasing 
dominance of 
chronic disease* 


Currently, the chronic diseases domi- 
nate in our mortality picture, in marked 
contrast to the situation at the beginning 
of the century when the acute diseases 
accounted for a significant share of the 
total death toll. 


The progress in the control of the 
acute diseases since the early years of 
the century is indeed extraordinary. In 
1901 over 40 percent of the deaths in the 
United States were caused by an acute 
condition; currently the proportion is not 
quite 10 percent. This record for the 
control of the acute diseases is a result 
of epoch-making advances in medical sci- 
ence and public health practice, and a 
rise in the standard of living. At the 
beginning of the century, pneumonia and 
influenza, with a combined death rate of 
about 200 per 100,000 population, led all 
causes of death; in recent years this 
category of diseases ranked sixth, with 
a death rate averaging less than 30 per 
100,000. Typhoid fever, diarrhea and en- 
teritis, diphtheria, measles, scarlet fever, 
whooping cough, and a number of other 
diseases have been reduced to vanishing 
proportions among the causes of death. 


As a result of the increasing control 
of the acute diseases, the chronic diseases 
have been steadily growing in impor- 
tance, with a rise in proportion of the 
total mortality. In 1901 only 46 percent 
of the deaths in the United States were 
due to chronic disease; by 1955 the pro- 
portion had risen to 81 percent. The 
chronic disease category consists largely 
of the major cardiovascular-renal dis- 
eases and cancer, which currently ac- 
count for 54 percent and 16 percent, re- 
spectively, of all deaths. Thus, these two 
groups of conditions combined now in- 
clude 70 percent of all deaths, and a mis- 
cellany of other causes makes up the 
remaining 11 percent within the chronic 
disease category. 

Tuberculosis is a prime exception to 
the general trend for the chronic dis- 
eases. The ratio of tuberculosis deaths 
to total deaths declined from 11 percent 
in the early years of the century to only 
1 percent in 1955. Meanwhile, the death 
rate from this cause fell from nearly 200 
per 100,000 to less than 10 per 100,000. 


Reflecting the increasing concentration 
of deaths from chronic disease in the 
middle and later years, the proportion of 
deaths at the higher ages in the total has 
been rising steadily. At the beginning of 
the century only 22 percent of all deaths 
were at ages 65 and over; currently the 
proportion is 57 percent. On the other 
hand, the proportion of deaths at ages 
under 20 decreased from 38 percent in 
1900 to only 10 percent in 1955. In some 
degree, these shifts also reflect the in- 
creasing proportion of population at the 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1958. 
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ill effects.” 


“and switch Mr. Mason to Ascriptin, that new Rorer prod- 
uct. It stops the pain quicker, and won’t upset his stomach.”* 


*ASCRIPTIN (aspirin buffered with MAALox®) “... acts faster and pro- 
duces higher blood salicylate levels compared with acetylsalicylic acid. 
It reduces pain more rapidly in arthritic conditions and simple head- 
aches. In addition, patients who suffered from gastric irritation after 
aspirin were able to take Ascriptin in comparable dosages without any 


‘Clinical and Blood Chemical Studies with Ascriptin. 


Samples on request. 


Feinblatt, T.M., et al. N.Y. State J. Med. 58:697, March 1, 1958. 


AscrIPTIN: Acetylsalicylic acid 0.30 Gm., with MAALox® (magnesium 
aluminum hydroxide gel) 0.15 Gm., bottles of 100 tablets. 


WILLIAM H. Rorer, INC., Philadeiphia 44, Pa. 


older ages where the chronic diseases are 
concentrated. Thus the proportion of to- 
tal population at ages 65 and over more 
than doubled from 1900 to 1955, increas- 
ing from 4.1 to 85 percent. Over the 
same period, the proportion of population 
at ages 45-64 years rose from 13.7 to 20.3 
percent. 

Fatalities due to violence increased in 
relative importance in the mortality pic- 
ture since the beginning of the century. 
In the early years this category of deaths, 
which includes accidents, suicide, and 
homicide, accounted for 6.4 per cent of 
all deaths. By 1939-41 this had increased 
to 8&8 percent. Although the ratio had 
dropped to only 7.7 percent by 1955, it 
is still well above the figure at the start 
of the century. 

Medical research has been focusing in- 


creasing attention on chronic diseases of 
middle and later life. Working under 
public and private auspices, many re- 
search workers are developing new knowl- 
edge of the cardiovascular-renal diseases, 
cancer, diabetes, and such disabling con- 
ditions as arthritis and mental disease. 
As a result of growing public aware- 
ness of the large and unmet needs in the 
field of chronic disease, as well as of the 
complexity of the problems involved, the 
Congress has made increasingly generous 
provision for research and training in 
this area, including care and rehabilita- 
tion. The major avenue of this phase of 
Federal support is through the National 
Institutes of Health. The separate Insti- 
tutes directly operate research and pilot 
medical care programs and also give sub- 
stantial support to various medical re- 


A-157 


be- 
vith 
ide- 
and 
|, 
id 
n 
1 
| 
| 
| 
3 
2 


A-158 


soothes 


sore throats 
helps 

control 
oropharyngeal 
infections 


“a bacteriostatic bath” 
for the oropharyngeal mucosa 


Orabiotic Chewing Troches provide a unique and 
valuable means of symptomatic relief and specific 
treatment in superficial bacterial infections of the 
mouth and throat. 

Chewing Orasioric spreads antibiotic-laden saliva 
over the entire oropharyngeal area and into the deeper 
mucosal recesses. Beneficial exercise of local muscles 
is provided by intermittent chewing and swallowing. 

The outstanding anti-infective efficacy of Ora- 
Biotic has been demonstrated in 283 “‘post T&A” 
patients. The incidence of secondary hemorrhage— 
a sequel of local infection—was less than 1%.'* 

OraBIoTIC contains neomycin and gramicidin for 
wide-spectrum bactericidal and bacteriostatic action 
against those gram-positive and gram-negative bac- 
teria responsible for the majority of superficial 
oropharyngeal infections. Propesin, an effective 
topical analgesic agent, superior to benzocaine, does 
not interfere with taste sensation. 

OraBi0TIC is virtually nonirritating and nonsensi- 
tizing. These delicious cherry-flavored chewing gum 
troches are enjoyed by patients of all ages. 


Each delicious chewing gum troche contains: 


Neomycin (from sulfate) 3.5 mg. 
Gramicidin 0.25 mg. 
Propesin 

(propyl p-aminobenzoate) 2.0 mg. 


DOSAGE: One troche q.i.d. chewed for 10-15 minutes. 
AVAILABILITY: Packages of 10 and 20. 


1. Granberry, C., and Beatrous, W.P.: E.E.N.T. Mo. 36:294 (May) 1957. 
2. Rittenhouse, E.A.: E.£.N.T. Mo. 36:406 Wuly) 1957. 
3. Fox, S.L.: Clin. Med. 4:699 Wune) 1957. 
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® SPECIFIC ANTITUSSIVE... 

“COTHERA” moderates intensity and frequency of coughing 
through a selective action apparently on the medullary cough center 
... subdues but does not abolish the cough reflex. The natural reflex 
for removal of secretions is retained. 


ACTS WITHIN MINUTES—LASTS FOR HOURS... 

“COTHERA” provides a local anesthetic and soothing demulcent 

action to induce almost immediate relief of ‘sandpaper’ throat and 

‘annoying tickle’. .. followed by sustained moderation of the cough 

reflex, lasting for four to six hours and frequently throughout an 
entire night with one dose. 


NON-NARCOTIC... 

“COTHERA” is nonaddictive; does not cause respiratory depres- 
sion, gastric irritation, or constipation. It is well tolerated by chil- 
dren and elderly patients, even after continued use. (Antitussive 
action is equal to 14 gr. codeine per teaspoon dose.) 


GUARDS AGAINST BRONCHOSPASM... 
“COTHERA” exerts a mild musculotropic spasmolytic action tend- 
ing to protect against possible harmful effects and cough-aggrava- 
tion of bronchospasm. 


CHERRY-FLAVORED... 

“COTHERA” is completely acceptable to all age groups. 
Indications: “COTHERA” Syrup is specifically indicated for irritating, 
useless, or chronic coughs such as those associated with the common cold, 
children’s diseases, excessive smoking. It may be used safely for short- 
term or prolonged treatment. 

Dosage: Adults and children over 8 years—1 to 2 teaspoonfuls (25-50 
mg.) three or four times daily. Children, 2 to 8 years—l4 to 1 teaspoonful 
three or four times daily. « 

Supplied: 25 mg. per 5 cc. (teaspoonful), bottles of 16 fluidounces and 
1 gallon. 
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New York 16, N. Y.* Montreal, Canada 
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“The pills 

the doctor gave me 
built me up fast. 
They were 

a lifesaver.”* 


clinical investigators 
report 
benefits and safety of 
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see page 
*76-year-old carpenter 


treated for postcoronary depression. 
(Personal communication) 
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The Daily Log for Physicians is a common- 
sense bookkeeping system that requires no 
special training — yet stops ‘‘profit-leaks”” 
and protects against tax troubles. Fully 
dated — looseleaf — inexpensive. A 
standard record keeping system of the 
profession since 1927. Satisfaction guar- 
ante 

Regular Edition — one 36 line page a 
day, one volume, dated for calendar year 
1959 — $7.75. Double Log Edition — 
two facing pages of 36 lines for each day, 
two volumes, dated for calendar year 
1959, per set — $13.50. 


ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


F THE COLWELL COMPANY 
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search groups, primarily those associated 
with medical schools. Many State gov- 
ernments are independently active in 
studies concerned with chronic disease 
and have set up separate agencies for the 
purpose. Important contributions to 
knowledge of diseases of the heart and 
arteries are being made through grants 
by the Life’ Insurance Medical Research 
Fund for research and training. Since its 
organization in 1945 the Fund has ex- 
pended $10,000,000 on these activities. 


Improving the 
health of children 
of school age* 


Georgia B. Perkins, M.D. 
Medical Director, Region VIII, 
Children’s Bureau 


Edmund Fuller, the novelist and critic, 
recently wrote in commenting on the 
writing of novels about man’s physical or 
mental abnormalities: ‘Truly to under- 
stand a man who is sick you must under- 
stand a man who is well... . Yet I do 
not suggest that the true knowledge of 
man is an easy healing of ills. . . .”” 

In considering the health of our school- 
age children in the past, I think we have 
emphasized understanding the sick rather 
than the well child, and, having under- 
stood, have considered this understanding 
as a goal in itself—‘‘an easy healing of 
ills.” We have not always used our 
knowledge of the child’s illness or well- 
ness to the fullest advantage of the child 
himself by regarding the process of find- 
ing out his state of health only as the 
beginning of our efforts rather than as 
the end. We have not placed as much 
emphasis on doing something about his 
defects as we have on finding them. We 
have too often not emphasized keeping 
him well as much as finding out how 
well he is. 

To go back one step further: Do we 
really know whether or not the child is 
well? 

Undoubtedly, we have taken great 
pains to discover whether or not his heart 
presents any unusual sounds; whether or 
not he sees as well as other children; 
whether or not he hears as well as he 
should; whether or not he weighs as 
much as we think he ought to; and how 
many carious teeth he has. These are 
tremendously important factors in the 
health of the school-age child. We need 
to know about them in order to help 
him develop normally and in order to 
help him learn under the best possible 
conditions for him. 

But do we know enough about how 
this child reacts to stress, how he re- 
sponds to authority, what kinds of sup- 
port or problems he experiences at home? 


*Reprinted from Children, September-October 
958. 


Do we know what other people—other 
doctors, other dentists, his teacher, his 
parents, the social worker, his friends— 
are telling him about his health or what 
he should do about it? Do we know any- 
thing about what he thinks about what 
we are doing to or with or for him? 
Have we taken time to find out what he 
himself understands about the fact that 
he has more holes in his teeth than we 
think he should, or that he seems to be 
growing faster or slower than he did last 
year? 

Knowing about these things are all 
part of understanding the child who is 
well. It is commonly accepted that any 
one stage of the child’s development is 
modified by the preceding stages. After 
all, the school-age child did not suddenly 
evolve out of thin air in time to go to 
school. He may be the same child who 
in earlier years had allergies to wheat 
which caused his mother no end of anx- 
iety about his eating habits; now he re- 
acts to stress by not eating and so is 
unusually thin and “too tired” in school. 

We can predict some of the problems 
the child may have along the way from 
one stage to another if we can only 
know about the ones he has already had. 
Therefore, one essential in improving the 
health of the school-age child is to learn 
as much about that child as possible and 
to use the information which other peo- 
ple working with the child have already 
gathered. The child’s private physician 
knows a great deal about him and his 
problems; if the child has gone to a well- 
baby clinic or the family has had help 
from a social agency, these agencies may 
also have recorded observations pertinent 
to an evaluation of his current state of 
health. 

Knowing as much about the child as 
possible also includes considering him not 
all by himself but as a part of his fam- 
ily, a child with or without both parents, 
with sisters or brothers; a part of his 
class of 30 or 40 or 50 in school where 
he stands Ist or 50th in arithmetic; a 
part of the social class and culture where 
a great deal or very little is expected of 
his scholastic performance. These con- 
siderations frequently require us as pro- 
fessional people to have a tremendous 
amount of tolerance, understanding, and 
willingness to accept for a child values 
which may be those other than our own. 

A second essential of a well-rounded 
evaluation is consciousness of continuity, 
for the continuity is there whether we 
recognize it or not. No one physical ex- 
amination, no one conference with a 
teacher about the child’s progress in 
school, no one visit to the child’s home 
will give us the whole picture. Neither 
will one lecture about his sleeping habits 
modify the sleeping patterns he has de- 
veloped in the years preceding the lec- 
ture, nor will talking about a safe en- 
vironment nullify the poorly lighted stair- 
way he uses at school. 

The status of the school-age child’s 
health is greatly dependent on his health 
prior to the time he entered school. Un- 
less we know about that previous period, 
we really do not know the child and we 
will have great difficulty in improving his 
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health. Further, what we can do or 
should try to do to improve his health 
greatly depends on how much (or how 
little) has already been done in this re- 
spect before he entered school, how much 
is being done for him by others now, 
and what services his family can obtain 
or what we have to offer him during his 
future years in school. 

In order to achieve this continuity and 
balance in efforts to improve the school- 
age child’s health, it is appropriate to re- 
view the primary reasons for periodic 
school health evaluations of the child. 
Such a review will provide a perspective 
from which to determine not only how 
valid the evaluations themselves are, but 
also whether or not what we do with the 
results are the most complete, effective, 
and appropriate ways for improving the 
child’s health. 


PURPOSES OF EVALUATION 


There seem to me to be four basic rea- 
sons for evaluating a child’s health re- 
gardless of whether this is done every 3 
or 4 years or daily, and whether the child 
is an infant, a preschooler, of elemen- 
tary-school age, or an adolescent. The 
following enumeration of them is not in- 
tended to be in any order of importance 
because I feel that the purposes take on 
different priorities depending on the age 
of the child. These purposes are: 

1. To prevent abnormalities from de- 

veloping in the growing child and 
thereby to foster the utilization of his 
full capacities. The abnormalities and ca- 
pacities which must be considered in 
growth, development, and the effects of 
illness are not only physical but also 
emotional, social, and intellectual. 

2. To determine defects which can be 

corrected or which may _ require 
modification of the child’s living and 
learning patterns. 

3. To evaluate the child’s potentials in 

relation not only to his previous de- 
velopment but also to children similar to 
himself in physical, emotional, social, and 
intellectual development. 

4. To educate the child in mointaining 

an optimum state of health, in pre- 
venting illness, in the need for and ways 
of correcting abnormalities and in ways 
of adiusting to illness, both acute and 
chronic. Actually, regardless of what we 
do for a child, we are educating him— 
whether for good or ill, whether we 
want to or not. 


PRIORITIES 


Having set forth what I believe to be 
the basic purposes of making a health 
evaluation of a child, I will now present 
what I think are the priorities among 
these purposes at the child’s different age 
levels. A look at such priorities makes 
possible a better determination of the 
appropriateness of our emphases on vari- 
ous aspects of the evaluations, the pro- 
grams developed, and the means used to 
carry them out. 

In infancy, the period between birth 
and about 2 years of age, these priorities 
would seem to be in the order in which 
I have already presented the purposes of 
evaluations, that is: (1) to prevent ab- 
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normalities and to foster the child’s full 
capacities; (2) to determine defects 
which are correctable or which require 
modification of the child’s living and 
learning patterns; (3) to evaluate the 
child’s potentials in relation to his pre- 
vious development and to similar chil- 
dren; and (4) to educate the child, for 
even a 2-year-old will remember his ex- 
periences with the dentist or the doctor 
and has begun to learn habits of various 
kinds. However, the health education in 
respect to a child at this age is primarily 
oriented to the parent. Consequently, 
counseling of parents is especially impor- 
tant. 

For the preschooler, the child between 
2 and 6, I regard the prevention of ab- 
normalities and the fostering of the 
child’s full capacities still to be the first 


priority. However, I see as second in im- 
portance the evaluation of the child’s po- 
tentials in relation to his previous devel- 
opment and to similar children, for this 
period brings an opportunity to determine 
more specifically what the child’s capaci- 
ties are. I see as the third priority the 
determination of the child’s defects or 
abnormalities, for the majority of defects 
will have begun to show up by this time, 
especially if the child has had adequate 
well-child evaluations during his in- 
fancy. This still leaves as the number 
4 priority health education of the child. 
At this stage the interpretation of the 
evaluation is still largely parent-oriented, 
and most of the effectiveness of health 
education depends on how much the ca- 
pacities and understanding of the parents 
have been developed by persons working 
with them. 
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“‘Functional vomiting 
should be carefully distinguished 
from organic vomiting. Grave 
consequences may follow if evidences 
of organic derangement... are 
masked by treatment designed to control 
vomiting alone. 


Safely First | in therapy 


c, NY EMETROL will not suppress symptoms 
arising from organic etiology. It controls 
vomiting of functional origin quickly. 


Dosage: Adults, 1 or 2 tablespoonfuls; 
infants and children, 1 or 2 teaspoonfuls, 
as often as every 15 minutes. Always 
administer undiluted, and forbid oral fluids 
for at least 15 minutes after each dose. 
Even if first dose is not retained, continue 
administration. If vomiting is not 
controlled within one or two hours, look 
for organic etiology. For individual dosage 
regimens in various indications, please 
send for literature: 


1. Bradley, J. E.: Mod. Med. 20:71, No. 20, 1952. 


(Ziennez) KINNEY & COMPANY, ING. Columbus, Indiana 
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For the child of elementary-school age, 
from 6 to about 12, the first priority 
still seems to me to be the prevention of 
physical, social, emotional, and intellec- 
tual abnormalities and the fostering of 
full capacities. As with the preschool 
child, the second priority is to evaluate 
the child’s potentials. However, the 
third priority should be to educate the 
child in the maintenance of his own 
health, in the prevention of illness, in 
the importance of correcting abnormali- 
ties, and in ways of adjusting to illness. 
This demotes the determination of de- 
fects to fourth priority. The chances are 
that by now serious defects, unless new- 
ly developed, have already been recog- 
nized. The problem is not so much 
identification of defect as determina- 
tion of why a correctable defect has not 
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been corrected. This order of priority is 
based on the assumption that the child 
has received appropriate medical atten- 
tion in previous years. 

When we interpret the evaluation of 
a child in this age period, we are in a 
“transitional” stage between orientation 
toward the parents and orientation to- 
ward the child: both must be brought 
into the picture together. Counseling the 
child is as vital as counseling parents. 

If the child is handicapped in any way, 
beginning modifications of his curricu- 
lum or of the ways in which he is 
taught or of subject emphasis is espe- 
cially important at this stage; it is esti- 
mated that 10 percent of children require 
such special education,’ but many more 
undoubtedly require at least temporary 
special attention. 


In placing the determination of defect 
and modification of the child’s living and 
learning patterns in last place for this 
age group, I do not mean to belittle the 
importance of detecting newly developed 
defects. For in a child in this age group 
we may discover for the first time de- 
fective vision, hearing loss, rheumatic 
fever, gingivitis and new dental caries, 
or the symptoms of withdrawal or ag- 
gression which may be early signs of 
serious maladjustment. But if the dis- 
covery of these defects is the only pur- 
pose for which we evaluate a school-age 
child—and it all too often is—then, I 
think we have not fulfilled our total 
obligation to him nor have we utilized 
the characteristics of the age period to 
their fullest potential. Of course, if the 
child has not received appropriate evalu- 
ations in previous years, or if we have 
not established the methods of communi- 
cation to give us information about 
them, then discovery of defects may 
have to take a first-priority position. But 
if these are the reasons, let us recognize 
them as such, try to correct them in the 
future, and not continue to make the 
same mistake just because it has become 
tradition to do so. 


For adolescents, young persons between 
12 and 21, the first priority still is pre- 
vention of abnormalities and the encour- 
agement of the utilization of full capaci- 
ties. At this stage, however, the second 
priority becomes health education be- 
cause now the growing person not only 
is ready but can be made willing to take 
responsibility on his own for his state of 
health. The third priority for this age 
period is to evaluate the young person’s 
potentials; and the fourth priority is to 
identify his defects. 

Many persons concerned with child 
health may disagree with the foregoing 
order of priorities of purposes for evalua- 
ting the well child at various age levels. 
I myself am not completely convinced 
that health education should not be one 
of the top priorities in any evaluation. 
However, since I believe that one pur- 
pose in providing health evaluations is 
to define who is or should be respon- 
sible not only for seeing that they are 
obtained but also for how they are 
carried out, I have placed prevention of 
abnormalities and the fostering of the 
child’s full capacities as first priority 
for all four age groups. 

During the infant and preschool-age 
periods, the health education provided to 
the child must of necessity be of a lower 
priority because of the child’s dependence 
on the education, understanding, and 
habits of his parents. On the other hand, 
the emphasis on health education be- 
comes of much greater importance in the 
adolescent. When periodic evaluations 
in elementary school age children and 
adolescents are conducted primarily in 
order to identify defects, we are empha- 
sizing that which we have earlier neg- 
lected. 

I do not mean to imply that the de- 
termination of defects beyond the age of 
6 is not important, but only to say that 
this should not be the chief emphasis 
of such evaluations. With other em- 
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phases, day-to-day evaluations can be as 
important as periodic examinations. 

When we consider the purposes of 
evaluations, whether they are periodic 
physical or psychological examinations 
or day-to-day observations of the child’s 
behavior, the program and procedures 
seem to evolve automatically. If profes- 
sional personnel or finances are limited, 
as they usually are, determination of 
priorities in purpose helps to achieve 
more efficient utilization of the people 
and the money available. 


CONTENT OF EVALUATION 


The priorities themselves suggest the 
content of health evaluations for the 
various age groups. 

For the period of infancy some of the 
elements of a good well-child evalua- 
tion include: immunization against ill- 
nesses which are particularly severe at 
this age or potentially handicapping such 
as pertussis and poliomyelitis ; instructions 
to the mother as to the child’s diet, the 
appropriate way to introduce new foods 
and the need for cleanliness; helping the 
mother to understand the origin of tem- 
per tantrums and periods of negativism 
and fear. 

A careful physical examination at this 
time will identify, where present, con- 
genital dislocation of the hip; congenital 
heart abnormalities; phimosis; possible 
mental retardation; abnormal responses 
to people. Apparent normality or possi- 
bilities of abnormalities in the child’s 
rate of development and growth, social 
responses, and intellectual capacities can 
be observed. 

While health education in this period 
is directed primarily toward the mother, 
the child himself is beginning to learn 
the use of the toilet, the meaning of 
cleanliness, and ways in which to adjust 
to illness and to gain attention. 

For the preschooler the prevention of 
accidents is probably the most important 
aspect of health care. This requires .a 
combination of education of both the 
mother and the child. Emphasis on the 
maintenance of immunity levels, often 
neglected in this period, should be con- 
tinued. Another highly important pre- 
ventive measure is the avoidance of un- 
necessary extraction of teeth. Positive 
identification of exceptional intellectual 
capacities or of mental retardation is 
more possible at this time than at an 
earlier age, and procedures for prevent- 
ing personality distortion and for per- 
mitting full development of the capaci- 
ties in the exceptional child can be 
begun. 

The time to prepare a child socially, 
emotionally, and physically for school is 
when he is still of preschool age—not 
after he arrives there. It is at this age 
that visual defects, speech defects, hear- 
ing losses, and dental abnormalities are 
most often overlooked because they are 
not sought. At this period too, some 
congenital abnormalities may become evi- 
dent for the first time, such as some 
cardiac defects, renal abnormalities, cer- 
tain metabolic disturbances and endocrine 
disorders, cerebral palsy, and epilepsy. 

In this period many children with cer- 
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ebral palsy or with impaired hearing can 
benefit greatly by special education. Since 
this is the time when the child learns 
either to take illness in stride or to uti- 
lize it for gains he is not otherwise able 
to make, he can now best be educated in 
adjusting to illnesses appropriately. He 
can also be taught not to fear the dentist 
or the doctor, but to look upon them as 
helpful friends. 

The early school-age period may be 
the first opportunity for comparing the 
individual child with other children of 
his age. Since this is also the period 
when the child may for the first time face 
a competitive situation with other chil- 
dren, he may need help in adjusting his 
own interests, talents, and intellectual 
potentials. In this period, too, the child 
often exhibits his emotional “weak links” 


because he is exposed to an entirely dif- 
ferent environment than he was used to 
at home. Therefore, it is now that efforts 
can best be directed toward the child’s 
health education not only by setting ex- 
amples but also by providing opportuni- 
ties for healthful living. Alertness at 
this time to early signs of antisocial be- 
havior may prevent later delinquency. 

If the child’s known physical defects 
or handicapping conditions have not 
been corrected by the time he reaches 
school, efforts to help him must be di- 
rected not toward their repeated identi- 
fication but toward preventing additional 
defects and determining the reasons why 
the existing ones have not been correct- 
ed. We can then concentrate on correct- 
ing the reasons for negligence and thereby 
obtain the correction. 


A-165 


his 
he 
3 
of 
re 
0 
VA 
| 
4 
| 
Whe 
ih 


Each 5 ml. teaspoonful of TRIAMINICOL 
provides: 


(phenylpropanolamine HC] ....12.5 mg.; 
pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 

Dormethan (brand of dextromethorphan 
HBr) 15 mg. 

Ammonium chloride 90 mg. 


In a pleasant-tasting, fruit-flavored, non- 
alcoholic syrup. 


Tr jaminicol Syrup 
Q running noses Ge ond § 


SMITH-DORSEY + a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 


» decongest the cough area 
> control the cough reflex 
» liquefy tenacious mucus 


TRIAMINICOL is more than a cough syrup. 
First, because it contains Triaminic, it 
decongests nasal passages and exerts its 
action on all mucous membranes of the 
respiratory tract—working at the source 
of the cough. 


Triaminicol also acts directly on the 
cough reflex center. It provides the non- 
narcotic antitussive, Dormethan, fully as 
effective as codeine but without codeine’s 
drawbacks. Liquefaction and expulsion 
of exudates is aided by the classic expec- 
torant action of ammonium chloride. 


For these reasons, Triaminicol has be- 
come the first choice of the many physi- 
cians who prescribe it and patients who 
have taken it. 


Dosage: Adults—2 tsp. 3 or 4 times a day; children 
6 to 12—1 tsp. 3 or 4 times a day; children under 6-- 
dosage in proportion. 


Nurses, teachers, and social workers, 
with their limited time, may welcome 
medical and dental assistance in determi- 
ning priorities for defects in school-age 
children requiring intensive followup. 
Medical attention should also concentrate 
on discovering the newly developed cases 
of rheumatic fever, nephritis, nutritional 
anemia, and visual and hearing defects. 
Periodic reevaluation of handicapped 
children who have been placed in special 
classes is essential. 

The adolescent period is also the pre- 
adult period and the preparental period. 
It therefore presents us with the best 
opportunity we will probably ever have 
to concentrate on the child’s health edu- 
cation not only for his own sake but 
also for his future children. Perhaps 
the greatest service we can do for an 
adolescent is to help him to appreciate 
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his individuality while supporting and 
understanding his desire to be just like 
all his friends. To do this well we must 
know how he as an individual compares 
with his friends. 

In dealing with this period we need to 
be especially alert to ways of preventing 
social and emotional abnormalities. Posi- 
tive identification of already developed 
antisocial behavior and abnormal emo- 
tional responses is now easier. More- 
over, many adolescents will give us the 
chance to identify potential abnormalities 
in social and emotional adjustment if we 
only take the time to listen to what they 
have to say. 

Since adolescence is a stage of very 
rapid physical growth, the maintenance 
of good nutrition is now as important as 
it was during the child’s first year. 

Adolescence is a bit late for reidenti- 


fying defects which the child has had all 
along. Therefore the correction of 
known defects is probably the more pro- 
ductive use of time. However, it is now 
especially important to give the young 
person support, guidance, and counseling 
in learning to live with the defects he 
has, however minor we may think they 
are. 

Some of the adolescent’s physical prob- 
lems are as characteristic of this age 
period as the problems of colic and teeth- 
ing are of infancy. Acne is frequent and, 
even in what adults consider a “mild” 
form, is distressing to the adolescent. 
Dysmenorrhea, obesity, chronic fatigue, 
epiphysitis, hyperthyroidism are some of 
the problems which most often first ap- 
pear during adolescence. These prob- 
lems, being especially distressing to the 
young person, often motivate him to seek 
medical care. The adolescent deserves to 
have any of them given as much atten- 
tion as would be given to the detection 
of a hearing loss or congenital heart 
disease. This is true not only because of 
the defect itself, but also because the 
adolescent may be using this as an “ex- 
cuse” for seeking out the doctor or the 
nurse in order to be able to get help for 
some of the anxieties he is experiencing. 

If he decides that his presenting prob- 
lem has been given the amount of atten- 
tion comparable to the distress it causes 
him and that the person to whom he has 
gone is truly interested in him, he will 
very likely decide to unburden some of 
his emotional distress. 

Because this is a period when reactiva- 
tion of tuberculosis and rheumatic fever 
may occur and when diabetes and severe 
anemia may begin, it is important to be 
on the alert for signs of these illnesses 
and to use appropriate laboratory pro- 
cedures for positive identification. 


TOWARD PERMANENT IMPROVEMENT 


We are frequently selfish in our ap- 
proach to the evaluation of children of 
school age. Often we seem more con- 
cerned with the effect of the degree of 
the school-age child’s health on our re- 
sponsibility for doing or not doing some- 
thing about it than we are with its effect 
on the child himself. We do not take 
the opportunity often enough during the 
evaluation to determine what the child 
perceives about himself and what he 
thinks about the evaluation. For instance, 
do we know what he thinks of the pro- 
cedures? 

We do not always consider what each 
of the many people the child has to deal 
with perceive about him. Do we know 
what other people are doing to or with 
him, what they are saying to him? Do 
we know what he thinks about it all? 

Perhaps if we approached our evalua- 
tions of children with these questions in 
mind they might be more successful in 
producing permanent health improve- 
ments. 

I think it is obvious by now that I 
believe that, in order to improve the 
health of children of school age, we need 
to be sure that we: 

1. Appreciate the many factors in the 

child’s growth and developmental 
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process and are prepared to base our 
efforts toward improving them on a 
sound evaluation of each child. 

2. See that a continuing and balanced 

evaluation process is provided from 
birth through adolescence which has as 
its objectives: prevention of illness and 
abnormalities; detection and correction 
of defects with appropriate modification 
of the child’s living and learning pat- 
terns; evaluation of his physical, emo- 
tional, social, and intellectual potentials ; 
and health education directed toward mo- 
tivating the child to successfully achieve 
these goals for himself. 

3. Use careful and complete evalua- 

tions of the child which are appro- 
priate to his age level and are coordinated 
with other information available about 
him as the basis for appraising the pro- 
cedures and programs we now use to 
achieve improvement in his health during 
school-age years. 

4. Include the child himself in the 

evaluation of himself, recognizing 
that our examples educate the child—for 
better or worse—whether we want them 
to or not. 

5. Provide productive methods for com- 

municating to all persons working 
with the child our knowledge about him 
as he progresses from one age period to 
another so that this knowledge can be 
used to the fullest extent to improve the 
child’s total health. 

It is equally obvious that I consider 
the health of the child of school age to 
be a joint responsibility of all persons 
working with him—his parents, his edu- 
cators, his social workers, as well as his 
health counselors, including his personal 
physician and dentist as well as health 
department personnel and even the child 
himself. 

Physicians and dentists in private prac- 
tice, who have the primary responsibility 
for the health of most of the children 
in any community, need to take a greater 
share of this responsibility than many of 
them do. Probably the most basic prob- 
lems confronting both the private prac- 
titioner and the many other people work- 
ing with the child of school age are: 

1. The wealth of information the phy- 

sicians and dentists frequently have 
about the child is not effectively com- 
municated to the educators. 

2. The physicians and dentists are not 

made aware of what information 
about the child’s health is of most value 
to the educators. 

3. The ways in which children of 

school age need evaluating and the 
best method for each community to use 
in making these evaluations are not clear- 
ly understood. 

Determining the solutions to these 
problems requires not just cooperation 
but also the real and active assumption 
of appropriate responsibility by the in- 
dividual physician, dentist, and educator 
concerned—not just representatives of 
their groups. 

However, if each of us carries out his 
responsibility alone, no matter how well 
we do it, the child gets lost “between 
the cracks.” Unless we determine to- 
gether where each of our responsibilities 
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Now, a single unique preparation, 
Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the “almost well” patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Oral Decongestant Action. Through 
the action of Triaminic, nasal patency 


Suspension contains: 


(pheny 
maleate .......... 6.25 mg.; 
pyrilamine maleate ........ za 


Trisulfapyrimidines U.S.P. .................. 


Trisulfaminic 


Each Tablet and each 5 ml. teaspoonful of 


SMITH-DORSEY + a division of The Wander Company + Lincoln, Nebraska + P. 


nasal and paranasal congestion 
’ and control secondary invaders 


is achieved rapidly and dramatically. 
Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 
cause Trisulfaminic is administered 
orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action.. Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


tablets and 
suspension 
TRIAMINIC PLUS TRIPLE SULFAS 


Dosage: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for 3 days. Children 8 to 12 
years—2 tablets or teaspoonfuls 
initially, followed by 1 tablet or 
teaspoonful every 6 hours. Younger 
children—dosage in proportion. 


lies in the continuum of the child’s life, 
unless we sit down and plan together 
what we want our objectives to be and 
then proceed to carry them out together, 
and unless we make it possible to make 
this communication a continuous one, we 
will be making a selfish approach, put- 
ting our own needs first rather than sub- 
ordinating them to the child’s. 

The general basic objectives can be 
determined and overall responsibilities 
assumed at the State level in the depart- 
ments of health, education, and welfare, 
in the medical and dental societies, and 
in the parent-teacher associations. But 
the specific application of these objec- 
tives and the definitions of responsibility 
have to be finally made by the people in 
the local communities, which vary widely 
in availability of professional people and 
facilities and in interest. 


References 


1. Fuller, Edmund: The writer and the 
_, Saturday Review, April 21, 1958. 
Lesser, Arthur J.: Changing “emphases in 
health programs. Children, January- 
February 1958. 


Books received 


Books received for review during the 
period from September 5 to October 5, 
1958, are listed below. Reviews will be 
published as space permits. 


SO YOU HAVE GLAUCOMA. By Everett 
R. Veirs, M.D., Chief of the Section of Oph- 
thalmelogy for the Scott and White Clinic, 
Scott and White Memorial Hospitals, and 


A-167 


: 
‘Arn 
\ 
ng 
H4 
ing 
b 
ize 
th- 
id” 
nt. 
of 
b- 
he 
ek 
to 
yf 
e 
i 
> 
5 
j 
\ 
: 


U.S. Pat. No. 2,769,441 — Other Pat. Pend. 


Facilitates examination and instrumentation 


@ Speculum can be rotated without moving handle. Simple 
mechanism turns speculum through full 360°. 


@ Entire instrument can be autoclaved or boiled, including the 


light carrier and lamp. 


@ Brilliant self-illumination with durable Welch Allyn No.2 Jamp. 


® Fits all standard Welch Allyn battery handles. 
No. 288 Rotating anoscope, with light carrier....$27.50 


WELCH} ALLYN 


THE WAY 


LIGMNTS 


Gear and Pinion 


@ Orbiculated edges minimize discomfort as speculum is rotated, 
even in the presence of rectal pathology. 


Scott, Sherwood and Brindley Foundation, 
Temple, Texas; Lecturer in Ophthalmology at 
The University of Texas Postgraduate School 
of Medicine, Temple Division; Chief Oculist at 
the Gulf, Colorado, and Santa Fe Hospital, 
Temple, Texas; Consultant in Ophthalmology, 
Veterans Administration Hospital, Temple, 
Texas, and United States Army Station Hospi- 
tal, Fort Hood, Texas. Cloth. Pp. 64, with il- 
lustrations. Price $2.75. Grune & Stratton, 381 
Fourth Avenue, New York 16, 1958. 


SOCIAL PSYCHIATRY IN ACTION. A 
Therapeutic Community. By Harry A. Wilmer, 
M.D., Ph.D., Captain, Medical Corps, United 
States Naval Reserve, Naval Medical Research 
Institute, National Naval Medical Center. Beth- 
esda, Maryland; Assistant Clinical Professor of 
Psychiatry, Stanford University (on military 
leave). Cloth. Pp. 373, with illustrations. Price 
$8.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1958. 


AUTOPSY DIAGNOSIS AND TECHNIC. 


By Otto Saphir, M.D., Pathelogist, Michael 
Reese Hospital; Clinical Professor of Pathol- 
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ogy, University of Illinois Medical School, Chi- 
cago; Consultant, Armed Forces Institute of 
Pathology. Ed. 4. Cloth. Pp. 549, with illus- 
trations. Price $8.50. Paul B. Hoeber (Medi- 
cal Book Department of Harper & Brothers), 
49 East 33rd Street, New York 16, 1958. 


CLINICAL ENDOCRINOLOGY. By Karl 
E. Paschkis, M.D., Associate Professor of 
Medicine, Associate Professor of Physiology, 
Director of the Division of Endocrine and 
Cancer Research, Jefferson Medical College; 
Chief of Endocrine Clinic, Jefferson Medical 
College Hospital; Attending Endocrinologist, 
St. Christopher’s Hospital for Children, Phila- 
delphia; Abraham E. Rakoff, M.D., Clinical 
Professor of Obstetric and Gynecologic Endo- 
crinology, Jefferson Medical College; Endocri- 
nologist to the Hospital Laboratories, Jefferson 
Medical College Hospital; Guest Lecturer in 
Gynecic Endocrinology, Department of Internal 
Medicine, Graduate School of Medicine, Uni- 
versity of Pennsylvania, Philadelphia; and 
Abraham Cantarow, M.D., Professor of Bio- 
chemistry, Jefferson Medical College; formerly 
Associate Professor of Medicine, Jefferson 
Medical College, and Assistant Physician, Jef- 


ferson Medical College Hospital, Philadelphia, 
Ed. 2. Cloth. Pp. 941, with illustrations. Price 
$18.00. Paul B. Hoeber (Medical Book De. 
partment of Harper & Brothers), 49 East 33rd 
Street, New York 16, 1958. 


REHABILITATION IN INDUSTRY. Edit. 
ed by Donald A. Covalt, M.D., Professor, De- 
partment of Physical Medicine and Rehabilita- 
tion, New York University College of Medi- 
cine; Associate Director, Institute of Physical 
Medicine and Rehabilitation, New York Uni- 
versity—Bellevue Medical Center. Cloth. Pp, 
154, with illustrations. Price $6.00. Grune & 
Stratton, 381 Fourth Avenue, New York 16, 
1958. 


A STEREOSCOPIC ATLAS OF HUMAN 
ANATOMY. Section IV, The Thorax, View 
Master Reels 113-122 and 123-132. By David 
L. Bassett, M.D., Professor of Anatomy, Stan- 
ford University, California. Paper. Pp. 139, 
with illustrations. Sawyer’s Inc., Box 490, 
Portland 7, Oregon, 1958. 


CALLANDER’S SURGICAL ANATOMY. 
By Barry J. Anson, M.A., Ph.D. (Med. Sc.), 
Chairman, Department of Anatomy, and Rob- 
ert Laughlin Rea Professor, Northwestern Uni- 
versity Medical School; Member of the Staff, 
Passavant Memorial Hospital; and Walter G. 
Maddock, M.S., M.D., F.A.C.S., Edward S. 
Elcock Professor of Surgery, Northwestern 
University Medical School, and Chairman of 
the Department of Surgery, Chicago Wesley 
Memorial Hospital. Ed. 4. Cloth. Pp. 1157, 
with illustrations. Price $21.00. W. B. Saun- 
ders Company, West Washington Square, Phila- 
delphia 5, 1958. 

RADIOACTIVE ISOTOPES IN CLINICAL 
PRACTICE. By Edith H. Quimby, Sc.D., 
Professor of Radiology (Physics), College of 
Physicians and Surgeons, Columbia University, 
New York; Sergei Feitelberg, M.D., Director, 
Physics Department, The Mount Sinai Hospi- 
tal; Associate Clinical Professor of Radiology, 
College of Physicians and Surgeons, Columbia 
University, New York; and Solomon Silver, 
M.D., Attending Physician; Chief, Thyroid 
Clinic, The Mount Sinai Hospital; Associate 
Clinical Professor of Medicine, College of Phy- 
sicians and Surgeons, Columbia University, 
New York. Cloth. Pp. 451, with illustrations. 
Price $10.00. Lea & Febiger, Washington 
Square, Philadelphia 6, 1958. 


THE MANAGEMENT OF EMERGENCIES 
IN THORACIC SURGERY. By John Borrie, 
M.B.E., Ch.M., F.R.C.S. (Eng.), F.R.A.C.S., 
Thoracic Surgeon, Dunedin Hospital and 
Southern Metropolitan Region, New Zealand; 
Senior Lecturer in Thoracic Surgery, Univer- 
sity of Otago Medical School. Formerly, Hun- 
terian Professor and Jacksonian Prizeman. 
Royal College of Surgeons, England; Assist- 
ant Thoracic Surgeon, Newcastle-upon-Tyne, 
England; New Zealand Nuffield Surgical Fel- 
low. Cloth. Pp. 340, with illustrations. Price 
$10.00. Appleton-Century-Crofts, 35 West 32nd 
Street, New York 1, 1958. 

REHABILITATION MEDICINE. A Text 
book on Physical Medicine and Rehabilitation. 
By Howard A. Rusk, M.D., Professor and 
Chairman of the Department of Physical Medi- 
cine and Rehabilitation, New York University- 
Bellevue Medical Center, New York, N.Y.; and 
Thirty-Six Collaborators with the Editorial As- 
sistance of Eugene J. Taylor, A.M. Cloth. Pp. 
572, with illustrations. Price $12.00. The C. V. 
Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1958. 


BAILEY’S TEXTBOOK OF HISTOLOGY. 
Revised by Wilfred M. Copenhaver, Ph.D., 
Editor, Professor of Anatomy, College of Phy- 
sicians and Surgeons, Columbia University; 
and Dorothy D. Johnson, Ph.D., Assistant Pro- 
fessor of Anatomy, College of Physicians and 
Surgeons, Columbia University. Ed. 14. Cloth. 
Pp. 633, with illustrations. Price $11.00. The 
Williams & Wilkins Company, Mount Royal 
and Guilford Avenues, Baltimore 2, 1958. 


THE CERVICAL SYNDROME. By Ruth 
Jackson, B.A., M.D., F.A.C.S., Clinical Assist- 
ant Professor of Orthopaedic Surgery, The 
University of Texas Seuthwestern Medical 
School, Dallas; Attending Orthopaedic Sur- 
geon, Baylor University Hospital; Formerly 
Chief of Orthopaedic Surgery, Parkland Hospi- 
tal and Instructor in Orthopaedic Surgery, 
Baylor University College of Medicine, Dallas, 
Texas. Cloth. Pp. 197, with illustrations. Price 
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$6.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1958. 

SOYBEANS For Health, Longevity, and 
Economy. By Philip S. Chen, Ph.D., Professor 
of Chemistry, Atlantic Union College; with the 
assistance of Helen D. Chen, M.S., National 
Science Foundation Fellow, Cornell University. 
Cloth. Pp. 241, with illustrations. Price $3.00. 
The Chemical Elements, Box 315, South Lan- 
caster, Massachusetts, 1958. 

SUSPENSION THERAPY IN REHABILI- 
TATION. By Margaret Hollis, M.C.S.P., Prin- 
cipal, School of Physiotherapy, Bradford Royal 
Infirmary; and Margaret H. S._ Roper, 
M.C.S.P., Lecturer in Physiotherapy, Univer- 
sity of Cape Town. Cloth. Pp. 220, with illus- 
trations. Price $6.00. The Williams & Wilkins 
Company, Mount Royal and Guilford Avenues, 
Baltimore 2, 1958. 


MEDICAL WRITING. The Technic and the 
Art. By Morris Fishbein, M.D., Formerly Edi- 
tor, The Journal of the Americal Medical As- 
sociation; Contributing Editor, Postgraduate 
Medicine; Editor, Excerpta Medica, Amster- 
dam. Ed. 3. Cloth. Pp. 262, with illustrations. 
Price $7.00. McGraw-Hill Book Company, 330 
West 42nd Street, New York 36, 1957. 


INTRODUCTION TO PSYCHIATRIC 
NURSING. By Marion E. Kalkman, R.N., 
M.A., Assistant Professor, Advanced Program 
in Psychiatric Nursing, University of California 
School of Nursing, San Francisco; Psychiatric 
Nursing Consultant, Veterans Administration, 
San Francisco Area. Ed. 2. Cloth. Pp. 331, 
with illustrations. Price $5.95. McGraw-Hill 
Book Company, 330 West 42nd Street, New 
York 36, 1958. 


PHYSICAL EXAMINATION OF THE 
SURGICAL PATIENT. By J. Englebert Dun- 
phy, M.D., F.A.C.S., Professor of Surgery, 
Harvard Medical School; Director of 5th Sur- 
gical Service and Sears Surgical Laboratory, 
Boston City Hospital; Consultant in Surgery, 
Children’s Medical Center; and Thomas W. 
Botsford, M.D., F.A.C.S., Clinical Associate 
in Surgery, Harvard Medical School; Senior 
Associate in Surgery, Peter Bent Brigham 
Hospital; Associate in Surgery, Children’s 
Medical Center. Ed. 2. Cloth. Pp. 375, with 
illustrations. Price $8.00. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1958. 


THE ROLE OF DIETARY FAT IN HU- 
MAN HEALTH. A Report of the Food and 
Nutrition Board. Prepared by the Committee 
on Fats in Human Nutrition with the editorial 
assistance of Willis A. Gortner. Publication 
575. Paper. Pp. 32. Price $1.00. The Nation- 
al Academy of Sciences, National Research 
Council, 2101 Constitution Avenue, Washing- 
ton, D.C., 1958. 


TECHNIC AND PRACTICE OF PSYCHO- 
ANALYSIS. By Leon J. Saul, M.D., Pro- 
fessor of Clinical Psychiatry, Medical School 
of the University of Pennsylvania; Training 
Analyst, Philadelphia Psychoanalytic Institute; 
Psychiatric Consultant, Swarthmore College. 
Cloth. Pp. 244. Price $8.00. J. B. Lippincott 
Company, East Washington Square, Philadel- 
phia 5, 1958. 


LUMBAR DISC LESIONS. Pathogenesis 
and Treatment of Low Back Pain and Sciatica. 
By J. R. Armstrong, M.D., M.Ch., F.R.C.S., 
Orthopaedic Surgeon to the Metropolitan Hos- 
pital; Orthopaedic Surgeon to Lambeth Hospi- 
tal; Visiting Orthopaedic Surgeon to Manor 
House Hospital, (Industrial Orthopaedic So- 
ciety); Honorary Consulting Orthopaedic Sur- 
geon to Royal Waterloo Hospital for Children 
and Women; Late Visiting Orthopaedic Sur- 
geon to the Ministry of Pensions Hospital, 
Stoke Mandeville; Late Orthopaedic Specialist, 
Royal Air Force Medical Service. Ed. 2. Cloth. 
Pp. 244, with illustrations. Price $12.00. The 
Williams & Wilkins Company, Mount Royal 
and Guilford Avenues, Baltimore 2, 1958. 


EMERGENCY TREATMENT AND MAN- 
AGEMENT. By Thos. Flint, Jr., M.D., Direc- 
tor, Division of Industrial Relations, Perma- 
nente, Medical Group, Oakland and Richmond, 
California; Chief, Emergency Department, Per- 
manente Medical Group, Kaiser Foundation 
Hospital, Richmond, California. Ed. 2. Paper. 
Pp. 539. Price $8.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 
5, 1958. 
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MODERN TRENDS IN ANESTHESIA. 
Edited by Frankis T. Evans, M.B., B.S., 
F.F.A.R.C.S., D.A.; and T, Cecil Gray, M.D., 
F.F.A.R.C.S. Cloth. Pp. 331, with illustrations. 
Price $15.00. Paul B. Hoeber (Medical Book 
Department of Harper & Brothers), 49 East 
33rd Street, New York 16, 1958. 


CLINICAL RADIOLOGY OF ACUTE AB- 
DOMINAL DISORDERS. By Bernard S. Ep- 
stein, M.D., Chief, Department of Radiology, 
The Long Island Jewish Hospital, New Hyde 
Park, New York, Associate Clinical Professor 
of Radiology, Albert Einstein College of Medi- 
cine, Yeshiva University, New York. Cloth. Pp. 
325, with illustrations. Price $15.00. Lea & 
Febiger, Washington Square, Philadelphia 6, 
1958. 


A METHOD OF ANATOMY, Descriptive 
and Deductive. By J. C. Boileau Grant, M.C., 
M.B., Ch.B., F.R.C.S. (Edin.), Professor 
Emeritus of Anatomy in the University of To- 
ronto and Curator of the Anatomy Museum. 
Ed 6. Cloth. Pp. 879, with illustrations. Price 
$11.00. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 
2, 1958. 


OBSTETRICAL PRACTICE. By Atfred C. 
Beck, M.D., Professor Emeritus of Obstetrics 
and Gynecology, State University of New 
York, College of Medicine at New York City; 
Formerly Professor of Obstetrics and Gynecol- 
ogy, Long Island College of Medicine; Former- 
ly Obstetrician and Gynecologist-in-Chief, Long 
Island College Hospital; Consultant in Obstet- 
rics and Gynecology, Long Island College Hos- 
pital, St. Peter’s Hospital and Norwegian Hos- 
pital, Brooklyn, N.Y., U.S. Naval Hospital, St. 
Albans, N.Y., Vassar Brothers Hospital and 
St. Francis Hospital, Poughkeepsie, N.Y.; and 
Alexander H. Rosenthal, M.D., Clinical Asso- 
ciate Professor of Obstetrics and Gynecology, 
State University of New York, College of 
Medicine at New York City; Chief Obstetri- 
cian and Gynecologist, Long Island Jewish 
Hospital, New Hyde Park, N.Y.; Consultant in 
Obstetrics and Gynecology, Long Island Col- 
lege Hospital; Attending Obstetrician and 
Gynecologist, Kings County Hospital and for- 
merly Attending Obstetrician and Gynecologist, 
Long Island College Hospital, Brooklyn, N.Y. 
Ed. 7. Cloth. Pp. 1115, with illustrations. 
Price $14.00. The Williams & Wilkins Com- 
pany, Mount Royal and Guilford Avenues, Bal- 
timore 2, 1958. 


AN ATLAS OF ESOPHAGEAL MOTIL- 
ITY in Health and Disease. By Charles F. 
Code, M.D., Ph.D., Professor of Physiology, 
Mayo Foundation, Consultant, Section of 
Physiology, Mayo Clinic; Brian Creamer, M.D., 
M.R.C.P. (London), Research Assistant, Sec- 
tion of Physiology, Mayo Clinic and Mayo 
Foundation; Jerry F. Schlegel, B.S., Technical 
Assistant, Section of Physiology, Mayo Clinic; 
Arthur M. Olsen, M.D., M.S. in Medicine, As- 
sociate Professor of Medicine, Mayo Founda- 
tion, Consultant, Section of Medicine, Mayo 
Clinic; F. Edmund Donoghue, M.D., M.S. in 
Medicine, Instructor in Medicine, Mayo Foun- 
dation, Consultant, Section of Medicine, Mayo 
Clinic; and Howard A. Andersen, M.D., M.S. 
in Medicine, Instructor in Medicine, Mayo 
Foundation, Consultant, Section of Medicine, 
Mayo Clinic, Rochester, Minnesota. Cloth. Pp. 
134, with illustrations. Price $8.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


THE PRINCIPLES AND PRACTICE OF 
MEDICINE. A Textbook for Students and 


-Doctors. By Sir Stanley Davidson, B. A. 


Cantab., M.D., F.R.C.P. Ed., F.R.C.P. Lond., 
M.D. Oslo, Physician to H.M. the Queen in 
Scotland; Professor of Medicine and Clinical 
Medicine, University of Edinburgh; Physician- 
in-Charge, Royal Infirmary, Edinburgh; and 
The Staff of the Department of Medicine, Uni- 
versity of Edinburgh, and Associated Clinical 
Units. Ed. 4. Cloth. Pp. 1070, with illustra- 
tions. Price $8.00. The Williams & Wilkins 
Company, Mount Royal and Guilford Avenues, 
Baltimore 2, 1958. 


THIRST. Physiology of the Urge to Drink 
and Problems of Water Lack. By A. V. Wolf, 
Ph.D., Walter Reed Army Institute of Re- 
search, Walter Reed Army Medical Center, 
Washington, D.C. Cloth. Pp. 536, with illus- 
trations. Price $12.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 


“She was put on 
_ Ritalin and 

immediately her 
attitude changed.’* 


clinical investigators 
report 
benefits and safety of 


- © hydrochloride 
: in (methylphenidate 
hydrochloride CIBA) 
see page 
"37-year-old female treated 
for depression due to 


breast cancer (Natenshon, A. L.: 
Dis. Nerv. System 17:392 (Dec.) 1956). 


C A sumni,n.,. 
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Swift and effective man- 
agement for over 100 com- 
mon emergencies. 


See front cover of this 


Journal for more details.. 


W. B. Saunders Company 
West Washington Square 
Philadelphia 5, Pa. 


Please send me Flint’s Emergency 
Treatment & Management—$8.00. 
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Until you provide 


GREATER RELIEF 
with longer-acting* 


Novahistine 


*A single dose provides relief for as long as 12 hours. 


t combines the action of a 


Novahistine LP 
mimetic with an 


quick-acting sympatho 


antihistaminie drug for a greater decon- 
gestive effect. 

Each LP tablet contains: 

Phenylephrine hydrochloride.....- 20 mg. 


Chlorprophenpyridamine maleate. 4 mg. 
Supplied in bottles of 50 and 250 tablets. 


Usual dose: Two tablets, morning and 
evening. For mild cases (and children), 
1 tablet. Occasional patients may require 


a third daily dose, which can be safely 
given. {Trademark 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, Inc, 
INDIANAPOLIS 6, INDIANA 
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Changes of address and 


new locations 


Abend, Morton, from Detroit, Mich., to 135 Ardmore, Ferndale 
20, Mich. 

Able, Bernard Renault, COPS ’57; 1114 W. Santa Barbara 
Ave., Los Angeles 21, Calif. 

Adams, Bruce E., from 30548 Ford Road, to 30610 Ford Road, 
Garden City, Mich. 

Andrews, Edward L., from Columbus, Ohio, to Green Cross 
General Hospital, 1900 23rd St., Cuyahoga Falls, Ohio 
Anzalone, Gerald C., from 2168 S. Atlantic Blvd., to 2172 At- 

lantic Blvd., Los Angeles 22, Calif. 
Arneman, Dana P., from Erie, Pa., to 628 Sexton St., Struth- 
ers, Ohio 
Athens, William J., from 241 Topsfield Road, to 3191 W. Broad 
St., Columbus 4, Ohio 


Barbour, Arthur A., Jr., COPS ’57; 7718 Botany St., Downey, 
Calif. 

Barr, Floyd L., from 2752 W. Davis St., to 1624 Eastus Drive, 
Dallas 8, Texas 

Becker, Alan Harvey, from Chicago, IIl., to 19135 Hilliard 
Road, Rocky River 16, Ohio 

Bond, Richard C., from Bristol, Pa., to 185 Snowball Drive, 
Levittown, Pa. 

Bove, Victor M., from 18156 N. W. Second Ave., to 19601 
N. E. Miami Court, North Miami, Fla. 

Bowden, W. K., from Cushing, Texas, to Box 778, Big Sandy, 
Texas 

Briar, Jack R., from Des Moines, Iowa, to 1508 Chance Court, 
Adel, Iowa 

Briscoe, Richard W., from 2516 Mansfield Highway, to 5126 
Wichita St., Fort Worth 19, Texas 

Bundy, Robert P., from 605 Lewelling Blvd., to 205 Lewelling 
Blvd., San Lorenzo, Calif. 

Burke, Harold H., from Oswego, Ore., to 5715 Lower Boones 
Ferry Road, Lake Grove, Ore. 

Burnett, John H., from 1342 S. Buckner Blvd., to 7716 Lake 
June Road, Dallas 17, Texas 

Burton, Lionel G., from Box 307, to Box 338, Estacada, Ore. 

Buselmeier, Rudolph E., from Pacoima, Calif., to 19909 Ven- 
tura Blvd., Woodland Hills, Calif. 


Cahill, John Joseph, Jr., KC ’58; Phoenix Osteopathic Hospi- 
tal, 4004 N. Seventh St., Phoenix 43, Ariz. 

Campobasso, Frank, from 917 Benton Blvd., to 208 Scarritt 
Arcade Bldg., Kansas City 6, Mo. 

Capitain, Robert W., from East Williston, N. Y., to 41 Hunt- 
ington Ave., Boston 16, Mass. 

Cash, Byron L., from Des Moines, Iowa, to Route 2, Box 310, 
Spirit Lake, Iowa 

Castroll, J. W., from San Benito, Texas, to General Delivery, 
Hebbronville, Texas 

Chatterley, Daniel J., from Garden City, Mich., to 748 Middle- 
belt Road, Inkster, Mich. 

Cogburn, Gilbert, KC ’58; 2102 33rd St., Lubbock, Texas 

Cohen, Jay M., CCO ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Costello, James J., from Canton, Pa., to 100 John St., Troy, Pa. 


Dain, Jack L., COPS ’57; 301 W. Compton Blvd., Compton, 
Calif. 

Dartley, James J., from Detroit, Mich., to 115 Midland Ave., 
Kearny, N. J. 

Deighan, Richard A., Jr., from Camden, N. J., to 145 Haddon 
Ave., Westmont, N. J. 

Deming, Ian C., from 8421 Lincoln Blvd., to 6806 S. Broadway, 

Los Angeles 3, Calif. 
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when the patient 
needs relief 

nm tenacious 
‘onchial exudates 


Novahistine 


EXPECTORANT 


combines the decongestive effects of 
Novahistine and the cough-control 
action of dihydrocodeinone with the 
liquefying, expectorant action of am- 
monium chloride. 


Each 5 cc. teaspoonful contains: 
Phenylephrine hydrochloride... 10.0 mg. 


Prophenpyridamine maleate. ... 12.5 mg. 

Dihydrocodeinone bitartrate.... 1.66 mg. 

Ammonium chloride........... 135.0 mg. 

SOGMA 84.5 mg. 

Chloroform (approx.)........... 13.5 mg. 

(Alcohol 5%) 


Dosage: Adults—2 teaspoonfuls, three or 
four times daily. Children—% the adult 
dose. Infants—% to % teaspoonful, three 
or four times a day. 


Supplied in pint and gallon bottles. 


DIVISION OF ALLIED LABORATORIES, INC., 


PITMAN-MOORE COMPANY 
Mit! INDIANAPOLIS 6, INDIANA 
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and...in kh Ms 


complicated by 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become “chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 
Novahistine-DH contains: 


Phenylephrine hydrochloride....... 10 mg. 
Prophenpyridamine maleate. ...... 12.5 mg. 
Dihydrocodeinone bitartrate........ 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 
Supplied in pint and gallon bottles. 
*Trademark 


DIVISION OF ALLIED LABORATORIES, INC, 
INDIANAPOLIS 6, INDIANA 


PITMAN-MOORE COMPANY 
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Dickerson, William H., from Detroit, Mich., to Pontiac Osteo- 
pathic Hospital, 50 N. Perry St., Pontiac, Mich. 

Dingman, Lynn W., from San Diego, Calif., to 2945 W. 23rd 
St., Denver 15, Colo. 

Doyne, Martin, from Waldwick, N. J., to 857 N. Hawthorne 
Blvd., Hawthorne, Calif. 

Duncan, Morris D., from 3524 The Paseo, to 721 E. Armour 
Blvd., Kansas City 9, Mo. 


Eby, Richard E., from 1247 N. Park Ave., to 302 W. Orange 
Grove Ave., Pomona, Calif. 

Ellis, Carl Vernon, Jr., from El Monte, Calif., to 207 E. Broad- 
way, San Gabriel, Calif. 

Eske, Louis H., Jr., from 1928 S. Smithville Road, to 3620 
Wilmington Pike, Dayton 29, Ohio 


Feldman, Lester, from 603 Hillcrest Ave., to 3225 E. Conway 
Road, Orlando, Fla. 

Feramisco, James L., from 7009 Pilgrim Ave., to 9447 Wood- 
side Ave., Detroit 4, Mich. 

Fina, Leonard Robert, PCO ’57; 236 S. Broad St., Lititz, Pa. 

Fowler, Frederick C. H., from 104 El Tejon Ave., to 600 Ray 
St., Oildale, Calif. 

Frantz, Douglas W., from 115 Franklin St., to 22714 Grand- 
view Parkway, Traverse City, Mich. 

Friedman, David, from 324 W. Dayton St., to 2852 Stevenson 
St., Flint 4, Mich. 

Frison, George W., Jr., from De Land, Fla., to Crescent City, 
Fla. 


Gagnon, Gabriel J., from 103 Front St., to 202 Front St., 
Marysville, Pa. 

Galla, Lawrence J., from Grove City, Pa., to 1219 E. Lake 
Road, Erie, Pa. 

Gierke, Louis W., CCO ’57; Art Centre Hospital, 5435 Wood- 
ward Ave., Detroit 2, Mich. 

Goldstein, Murray, from Bethesda, Md., to 625 Colusa Ave., 
Berkeley 7, Calif. 

Gordon, Glenn F., from 209 Security Blvd., to 1630 Del Valle 
Ave., Glendale 8, Calif. 

Green, Lowell J., from Lansing, Mich., to Box 454, Grayling, 
Mich. 

Grow, D. H., from Beloit, Wis., to Box 276, Watervliet, Mich. 

Guinand, H. William, from Evart, Mich., to 212 E. Ohio St., 
Chicago 11, 


Hagerman, W. Robert, from 1247 N. Park Ave., to 304 W. 
Orange Grove Ave., Pomona, Calif. 

Hagmann, H. Charles, from 322 Michigan, to 222 N. Third 
St., Sturgeon Bay, Wis. 

Haight, Alfred R., from Houston, Tex., to Route 1, Box 18, 
Gainesville, Texas 

Hartelius, Ebbe, from Los Angeles, Calif., to 505 E. Chevy 
Chase Drive, Glendale 5, Calif. 

Hawes, John R., from 3843 Fairmount Ave., to 4352 Orange 
Ave., San Diego 5, Calif. 

Hemsley, William R., Jr., from 2740 E St., to 163 E. 39th St., 
San Bernardino, Calif. 

Hoage, Jack M., from Lancaster, Calif., to 3500 E. First St., 
East Los Angeles, Calif. 

Hobart, Thomas M., from Dallas, Texas, to Box 1012, Med- 
ford, Ore. 

Hole, William N., from 165 George St., to 212 West Road, 
Trenton, Mich. 

Holroyd, Edward A., from Whittier, Calif., to 12202 Cyclops 
St., Norwalk, Calif. 

Hunter, Edward T., KC ’58; Pontiac Osteopathic Hospital, 50 
N. Perry St., Pontiac, Mich. 

Hunter, Elleen E., from 50 N. Perry St., to 32 Auburn Ave., 
Pontiac, Mich. 


Jackson, Myron C., from Rochester, Mich., to Burr Oak, Mich. 

Janis, Leon O., from 11102 S. Figueroa St., to Los Angeles 
County Osteopathic Hospital, 1100 N. Mission Road, Los 
Angeles 33, Calif. 
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Johannsen, William H., from 1710 Sixth Ave., to 1508 Sixth 
Ave., Des Moines 14, Iowa 

Johnston, Sturgis E., from Ypsilanti, Mich., to 49470 Geddes 
Road, Belleville, Mich. 

Jorgensen, Thorleif V., from 306 Eleanor St., Northeast, to 
2312 S. Division Ave., Grand Rapids 7, Mich. 


Kalt, Albert V., from 710 Security Bldg., to 514 N. Oakland 
Ave., Pasadena, Calif. 

Kamenetz, Irvin, from Los Angeles, Calif., to 10161% San 
Fernando Road, Pacoima, Calif. 

Kani, E. Edward, from Garden City, Mich., to 6510 Rockland, 
Dearborn, Mich. 

Keller, Alex J., PCO ’57; 901 N. Jefferson St., Mount Pleas- 
ant, Texas 

Kessler, Berton J., DMS ’58; Osteopathic General Hospital of 
Rhode Island, 1763 Broad St., Edgewood, Cranston 5, R. I. 

Ketcham, Michael L., from Tulsa, Okla., to 4150 19th Ave., 
Phoenix 42, Ariz. 

Klingel, Leo F., Jr., from South Bend, Ind., to 1101 W. 
Broward Blvd., Fort Lauderdale, Fla. 

Klingsberg, Charles, COPS ’57; Rio Hondo Memorial Hospi- 
tal, 8300 Telegraph Road, Downey, Calif. 

Klitenic, Simon, from 555 N. Campus Ave., to 524 N. Campus 
Ave., Ontario, Calif. 

Knight, Thomas Paul, COPS ’57; 422 S. Orange Grove Ave., 
Los Angeles 36, Calif. 

Knouse, Charles Allison, from Seattle, Wash., to Osteopathic 
Hospital of Kansas City, 926 E. 11th St., Kansas City 6, 
Mo. 

Kovan, Robert A., from Los Angeles, Calif., to 8006 Sunset 
Blvd., Hollywood 46, Calif. 

Kowan, Joel M., from Toledo, Ohio, to 1021 N. Hoover St., 
Los Angeles 29, Calif. 

Kuzmick, John D., KCOS ’58; Bashline Osteopathic Hospital 
& Clinic, Cor. Pine & Center Sts., Grove City, Pa. 


Lewis, Philip H., from Chester, Pa., to 800 Tyson Ave., Phila- 
delphia 11, Pa. 

Leysack, Alex Eli, from 10829 Townley Drive, to 15415 Con- 
desa Drive, Whittier, Calif. 

Lezinski, John L., from Grand Rapids, Mich., to 10600 N. W. 
Seventh Ave., Miami 38, Fla. 

Lichty, Harry A., from 128% N. Elmwood Ave., to 425 Second 
St., Traverse City, Mich. 

Lloyd, Stacy S., from South Vienna, Ohio, to 2318 Ottawa 
River Road, Toledo 11, Ohio 

Lodato, Arthur A., from 510 N. E. 64th St., to 6319 Biscayne 
Blvd., Miami 38, Fla. 

Logan, David, from Allen Park, Mich., to 7735 Lucretia Mott- 
way, Elkins Park, Pa. 

Longenecker, William W., PCO ’57; Limeport, Pa. 

Logue, Francis M., from 71 S. 20th St., to 73 S. 20th St., Bat- 
tle Creek, Mich. 

Loniewski, Edward A., from Detroit, Mich., to 4521 Spruce 
St., Philadelphia 39, Pa. 

Lowery, Guy A., from Eaton Rapids, Mich., to 2601 S. Cedar 
St., Lansing 10, Mich. 

Lyon, H. W., from 83 E. Avon Road, to 343 Griggs St., Ro- 
chester, Mich. 


MacLeod, Robert F., from Detroit, Mich., to Osteopathic Hos- 
pital of Kansas City, 926 E. 11th St., Kansas City 6, Mo. 

Malamut, Marvin H., from Philadelphia, Pa., to 865 W. Coun- 
ty Line Road, Hatboro, Pa. 

Manley, Charles G., from Santa Ana, Calif., to 10281 Chapman 
Ave., Garden Grove, Calif. 

Maxwell, Joseph S., from Detroit, Mich., to Pontiac Osteo- 
pathic Hospital, 50 N. Perry St., Pontiac, Mich. 

McMurray, Robert L., from Buckeye Lake, Ohio, to 32 E. 
Main St., Hebron, Ohio 

McNeff, Mary Leone, from Atlanta, Ga., to 4912 Gaston Ave., 
Dallas 14, Texas 

Meyers, Thomas J., from Pasadena, Calif., to The Meyers 
Clinic, 724 S. Parkview St., Los Angeles 57, Calif. 
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Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 116 


a.s. aloe company | division... 
1831 OLIVE STREET ¢ ST. LOUIS 3, MO. coast to coast 


14 fully-stocked 


the asking. 


FINGER SPLINT ASSORTMENT 


NEW GP CATALOG! 
Our new catalog of DePuy Fracture 
Equipment for the general prac- 
titioner is now ready. It’s helpful 
and informative... . yours for 


SINCE 1895 — STANDARD OF QUALITY 


DePuy Manufacturing Company, Inc. 


WARSAW, INDIANA 


A very handy as- 
sortment of thirteen 
often used finger 
splints. All alumi- 
num, transparent 
to X-Ray. Conven- 
iently packaged. Be 
prepared for emer- 
gencies. Order now! 
$4.30 per box. 
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Cambridge 


AUDIO-VISUAL Aeart sound RECORDER 


|. ny of course, 1 plus 1 does not equal 
three, but the Cambridge Audio-Visual Heart Sound 
Recorder makes a seeming paradox—true! The 
simultaneous, instantaneous viewing and hearing of 
the heart sounds give more than the simple sum of 
the two .. . they provide the plus factor! 

With this most versatile instrument, the Doctor 
hears the heart sounds faithfully reproduced through 
binaural ear phones while viewing the pattern on 
the long persistence screen of a cathode ray tube. 

Any portion of the heart sounds may be perma- 
nently recorded upon thin magnetic discs. These 
paper-thin but durable records may be filed as part 
of a patient’s history or mailed for consultation. 
They may be “played back” (both heard and viewed) 
for study or for consultation. 


CAMBRIDGE SIMPLI-SCRIBE 
DIRECT WRITING 
ELECTROCARDIOGRAPH 


Provides the Cardiologist, Clinic 
or Hospital with a portable di- 
rect writing Electrocardiograph 
of utmost usefulness and accur- 
acy. Size 1034” x 1034” x 11”. 
Weighs 28 pounds with all 
accessories. 


Send for Bulletin #185 


CAMBRIDGE INSTRUMENT CO., Inc. 


3732 Grand Central Terminal, New York 17, N. Y. 
Oak Park, Ill., 6605 West North Avenue 
Cleveland 11, 13000 Triskett Road 
Detroit 2, 7410 Woodward Avenue 
Jenkintown, Pa., 479 Old York Road 
Silver Spring, Md., 933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 


CAMBRIDGE 


CARDIAC DIAGNOSTIC INSTRUMENTS 
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Miller, Lawrence E., PCO ’57; 232 Pine St., Philadelphia 6, Pa. 

Mittleman, Edward, from Los Angeles, Calif., to 818 La Ca- 
dena, Arcadia, Calif. 

Monteleone, Luigi, from 2610B Iowa St., to 8401 California 
Ave., South Gate, Calif. 

Moor, John W., from Los Angeles, Calif., to 1683 W. 255th 
St., Harbor City, Calif. 

Moreland, A. W., from Holden, Mo., to Shelbyville, Mo. 

Moses, Irving I., from Norwalk, Calif., to 21804 Alessandro 
Ave., Riverside, Calif. 

Moss, James L., COPS ’57; 3236 Foothill Blvd., La Crescenta, 
Calif. 

Muecke, O. R., from 510 Champa, Box 426, to School & Cham- 
pa, Pratt, Kans. 

Murphy, Robert F., from 2603 E. 31st St., to 3303 E. 3lst St., 
Kansas City 28, Mo. 

Murray, Patrick G., from Dayton, Ohio, to Osteopathic Hos- 
pital of Kansas City, 926 E. 11th St., Kansas City 6, Mo. 

Myers, C. Arthur, PCO ’58; 1326 Tenth St., Corpus Christi, 
Texas 


Noll, Carlton M., from Evergreen, Colo., to 105 W. Jefferson 
St., Blissfield, Mich. 

Nunneley, Doyle A., from 5911 E. 27th Place, to 2433 E. 31st 
St., Tulsa 5, Okla. 


O’Day, James J., DMS ’58; Garden City-Ridgewood Hospital, 
30548 Ford Road, Garden City, Mich. 

Ousdal, A. P., from Santa Barbara, Calif., to 3127 10% Ave., 
Laton, Calif. 


Pappas, Arthur George, from Miami, Fla., to 18139 N. E. 19th 
Ave., North Miami Beach, Fla. 

Parlin, Ralph B., from 39 Mill St., to 97 Lake St., New Bed- 
ford, Mass. 

Payne, Rachel A., from 4036 Rancho Drive, to 3008 S. Dumas 
Ave., Oklahoma City 19, Okla. 

Pearl, Jack William, DMS ’58; Franklin Court Apts., 4925 
Franklin Ave., Des Moines 10, Iowa 

Pelino, Frank D., from Dearborn, Mich., to 23716 Gratiot Ave., 
East Detroit, Mich. 

Petuskin, Melvin, from Lancaster, Pa., to 50 Lenox Road, 
Brooklyn 26, N. Y. 

Pfister, Kurt William, from 9538 N. W. Seventh Ave., to 
Northwest Hospital, 1060 N. W. 79th St., Miami 50, Fla. 

Photis, John Christos, PCO ’57; 6200 Charles St., Philadelphia 
35, Pa. 

Pigneri, Aldo G., from Garden Grove, Calif., to 8912 Katella 
Ave., Anaheim, Calif. 

Pomerantz, Burton, from Miami, Fla., to 18139 N. E. 19th 
Ave., North Miami Beach, Fla. 

Pudliner, John H., from 507 Woodrow, to 2601 S. Cedar St., 
Lansing 10, Mich. 


Quick, Roy T., from 522 25th St., W., to 529 13th St.. W., 
Bradenton, Fla. 


Ravetz, Robert S., from 5519 Beaumont Ave., to 335 E. Wy- 
oming Ave., Philadelphia 20, Pa. 

Redlitz, Milton R., PCO ’57; 976 Baxter Blvd., Portland, Maine 

Reilly, Richard E., from 4848 N. E. 102nd Ave., to 18617 E. 
Burnside St., Portland 33, Ore. 

Reiser, Lloyd A., COPS ’57; 840 S. Hobart Blvd., Los An- 
geles 5, Calif. 

Reuter, Stanley H., from Pleasant Ridge, Mich., to 10300 
West Nine Mile Road, Oak Park 37, Mich. 

Reynolds, W. Ober, from Kirksville, Mo., to 1517 Fourth St., 
N. W., Albuquerque, N. Mex. 

Rose, Paul H., from Larned, Kans., to Fremont Clinic & Hos- 
pital, 205 S. Fourth St., Riverton, Wyo. 

Rothman, David, from 169 Pine St., to 85 Pine St., Oxford, Pa. 

Rothman, David, from Des Moines, Iowa, to 1005 S. Gaylord 
St., Denver 6, Colo. 

Rowley, Maurice S., PCO ’57; 109 Colin-Kelley Road, South 
Portland, Maine 
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Rzonca, Henry J., from 18156 N. W. Second Ave., to 760 
N. W. 187th Drive, North Miami, Fla. 


Sargent, Kenneth John, from Grand Junction,, Colo., to 619 
Main St., Santa Paula, Calif. 

Schillinger, Ernest, from Detroit, Mich., to 29214 Tessmer 
Court, Madison Heights, Mich. 

Schmidt, William Albert, from York, Pa., to 115 S. Holly 
Ave., Maple Shade, N. J. 

Schreiber, David A., from Pontiac, Mich., to Bonifay, Fla. 

Seibert, John H., from Kirksville, Mo., to Still Osteopathic 
Hospital, 725 Sixth Ave., Des Moines 9, Iowa 

Senty, Roger F., from Columbus, Ohio, to Still Osteopathic 
Hospital, 725 Sixth Ave., Des Moines 9, Iowa 

Sever, Benjamin O., KCOS ’58; Whitaker Osteopathic Hospi- 
tal, 205 S. Fifth St., Moberly, Mo. 

Sheetz, M. A., from 289 G Street, to 276 Church St., Chula 
Vista, Calif. 

Simms, W. F., Jr., from 7250A Natural Bridge Road, to 7824 
Natural Bridge Road, St. Louis 21, Mo. 

Simon, Arthur, from Des Moines, Iowa, to 5815 Airline Drive, 
Houston 9, Texas 

Sirott, Stanley A., COPS ’57; 4477 Whittier Blvd., Los An- 
geles 22, Calif. 

Slick, Roy McGregor, from Kansas City, Mo., to 1459 Fort 
St., Wyandotte, Mich. 

Slifer, Harry L., PCO ’57; 8800 Verree Road, Philadelphia 11, 
Fa. 

Smith, Earl C., from 4621 Spruce St., to 4521 Spruce St., 
Philadelphia 39, Pa. 

Spencer, Thomas M., from Norwalk, Calif., to 1169 E. Market 
St., Long Beach 5, Calif. 

Stander, Ronald, from 589 S. W. 22nd Ave., to 587 S. W. 22nd 
Ave., Miami 35, Fla. 

Stefanich, William J., from Rittman, Ohio, to 161 N. 29th St., 
Newark, Ohio 

Sulman, Jerome, PCO ’57; 5239 Walnut St., Philadelphia 39, 
Pa. 

Swenski, Bernard, from Detroit, Mich., to 15315 Windmill 
Pointe Drive, Grosse Pointe Park 30, Mich. 


Townsend, Roger Clinton, COPS ’57; 531 E. Merced Ave., 
West Covina, Calif. 

Townsley, Harry E., from 24311%4 W. Colorado Ave., to 321 N. 
Weber St., Colorado Springs, Colo. 

Turner, Richard H., from Detroit, Mich., to 427 S. George St., 
York, Pa. 

Turner, Thomas R., from Kansas City, Mo., to 4159 Carolyn 
Road, Fort Worth 9, Texas 


Vernier, William J., from Trenton, Mich., to 4006 W. Jeffer- 
son Ave., Ecorse 29, Mich. 


Waddell, Roy B., from Stuart, Okla., to Valliant, Okla. 

Wasserman, Richard Lee, from Detroit, Mich., to 619 Garfield 
Ave., Kansas City 24, Mo. 

Weathers, William Anthony, from Lipan, Texas, to Dell City, 
Texas 

Wehrum, Paul A., from Warrensville Heights, Ohio, to 2 
Southwick at Broadway, Bedford, Ohio 

West, Walker W., from Glendale, Calif., to 7443 W. 91st St., 
Los Angeles 45, Calif. 

Widney, Roderick K., from Albuquerque, N. Mex., to Nor- 
mandy Osteopathic Hospital, 7840 Natural Bridge Road, 
St. Louis 21, Mo. 

Williams, Thomas A., from Oklahoma City, Okla., to Mayer 
Hospital & Clinic, 3728 34th St., Lubbock, Texas 

Wilson, Clarence W., DMS ’58; Flint Osteopathic Hospital, 
Inc., 416 W. Fourth Ave., Flint 3, Mich. 

Wong, Richard F., COPS ’57; 401 E. Market St., Stockton 2, 
Calif. 

Woods, Edward R., CCO ’57; 7839 S. Saginaw Ave., Chicago 
49, Ill. 

Wright, Adrian L., from 518 Courtney Drive, to 9108 Florida 
Ave., Tampa 4, Fla. 

Wright, Lulu Herbert, from Atlanta, Ga., to 715 Adeline St., 
Hattiesburg, Miss. 
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Just Published 


TREATMENT 
IN 
INTERNAL 
MEDICINE 


By Harold Thomas. Hyman, M.D. 


A guide to the best that modern medicine has to offer in 
therapy. Objectively oriented, with material drawn from a 
tremendously wide sampling of the world literature, TREAT- 
MENT IN INTERNAL MEDICINE is an authoritative 
compendium of current treatment procedures outstanding for 
its explicit presentation of technical knowledge and its com- 
bination of wisdom and common sense. The busy physician 
will find it a ready and reliable source of information. 


Organized in ten sections: The Infectious Diseases — Meta- 
bolic Disturbances — Neoplasms — Allergies, Collagen Disor- 
ders, Hypersensitivities, Idiosyncrasies and Untoward Reac- 
tions — Poisonings and Environmental Hazards — Disturb- 
ances of the Circulatory System — Disturbances of the Blood 
and Blood-Forming Organs — Neuropsychiatric Disturbances 
— Disturbances of the Endocrine Glands — and Disturbances 
in Specialty Fields. 

For each disease or syndrome there is a review of the 
etiology, pathogenesis and diagnostic criteria. This is fol- 
lowed by description of today’s most effective and widely 
accepted forms of therapy as recommended by leading au- 
thorities. Alternative suggestions are offered for variations 
in clinical reactions. Rosters of therapeutic agents, appearing 
appropriately at various points in the text, list drugs and 
medicinal products by dosage form and available sizes—with 
objective comment on their relative advantages and dis- 
advantages. 


The problems involved in the treatment of such widespread 
and deceptive complaints as headache, shortness of breath, 
chest pain, diarrhea and backache are also considered com- 
pletely and with authority. 


New in every respect, TREATMENT IN INTERNAL 
MEDICINE contains up-to-the-minute information on the 
latest pharmaceutical and therapeutic advances. “. . . Dr. 
Hyman has again gathered together an amazing amount of 
information on treatment, and on treatment that is up-to- 
date . . . well-organized, well-written and attractively print- 
ed,” states Dr. Walter Alvarez in his Foreword to the book. 


609 Text Pages 42 Illustrations, 4 Color Plates 
NEW, 1958 $12.50 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P. Q. 


Please enter my order and send me: 


(—1) TREATMENT IN INTERNAL MEDICINE. .$12.50 


Also by Dr. Hyman: 
OO HANDBOOK OF DIFFERENTIAL 


DIAGNOSIS—2nd Edition ................. $8.00 
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Applications 


for membership 


CALIFORNIA 
Harding, Nancy J., (Renewal) 1721 Griffin Ave., Los Angeles 
33 
Campbell, Nell K., (Renewal) 9671 Central Ave., Montclair 
Koppel, Phillip R., (Renewal) 1293 N. Towne Ave., Pomona 


Dukes, Robert W., (Renewal) 109 Exchange Place, San Dimas 
Myatt, John P., (Renewal) 8533 Colima Road, Whittier 


KANSAS 


Percival, C. S., (Renewal) Hoxie 
Blair, Kendall P., (Renewal) 1503 S. 22nd St., Kansas City 3 


MICHIGAN 


Kosinski, Thaddeus J., (Renewal) 5858 Pelham Road, Dearborn 
McSwain, David L., Jr., 6872 W. Warren Ave., Detroit 10 
Lewis, Lloyd G., (Renewal) 2303 S. Jefferson Ave., Saginaw 


MISSOURI 
Roberts, S. Hollis, (Renewal) 437 Clark St., Canton 


NEW MEXICO 
Bruner, William R., (Renewal) 821 N. Turner, Box 2551, 


Hobbs 
OKLAHOMA 
Knight, L. R., (Renewal) 1200 N. Sheridan Road, Box 8055, 
Tulsa 15 


Thurman, W. Leon, (Renewal) 124 E. Pine St., Tulsa 6 


OREGON 
Ferguson, Howard M., (Renewal) Box 95, Shady Cove 


PENNSYLVANIA 


Herrick, R. B., (Renewal) 123 S. McDonald St., McDonald 

Brownstein, Morton, (Renewal) 7331 Brentwood Road, Phila- 
delphia 31 

Geller, Bernard B., (Renewal) 5400 Wyndale Ave., Philadel- 
phia 31 

Masters, David M., (Renewal) 2414 W. Norris St., Philadel- 
phia 21 


Solomon, Edward S., (Renewal) 1011 E. Cottman St., Phila- 
delphia 11 


SOUTH DAKOTA 
Jackson, Lloyd T., (Renewal) Ramona 


CANADA 
Ontario 


Harrison, Edward H., (Renewal) 28 Wellesley St., E., Toron- 
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Aloe, A. S., Co., A-173 

American Bakers Association, A-78 

American Ferment Co., A-137 

American Optical Co., A-40 

American Osteopathic Assn., A-20,122: 

Ames Co., A-112 

Ayerst Laboratories, A-28,29,38,39,41,67, 
69,106,120,121,160,161 


Baum, W. A., Co., A-116 

Birtcher Corporation, A-142 

Blair X-ray, A-65 

Borcherdt Co., A-128 

Bristol Laboratories, Inc., A-16,17,18,113, 
114,145,146 

Bristol-Myers Co., Cover II 

Burroughs Wellcome & Co., Inc., A-64 

Burton Parsons & Co., A-132 


Cambridge Instrument Co., Inc., A-174 

Camp, S. H., & Co., A-19 

Carnation Co., A-66 

Chicago Pharmacal Co., A-163 

Ciba Pharmaceuticals, Inc., Cover IV,A- 
24,58,162,173,177 

Cole Chemical Co., A-37 

Colwell Co., A-162 

Cutter Laboratories, A-72 


Dartell Laboratories, A-110 
Davol Rubber Co., A-73 

De Puy Mfg. Co., Inc., A-173 
Desitin Chemical Co., A-156 
Dome Chemicals, Inc., A-153 


Eaton Laboratories, A-80,81 
Endo Products, Inc., A-152 


Fellows Medical Mfg. Co., Inc., A-177 
Fleet, C. B., Co., Inc., A-92 


Geigy Pharmaceuticals, A-103,104 
General Electric Co., X-Ray Div., A-130 


Hobart Laboratories, Inc., A-119 
Holland-Rantos Co., A-100 
Hollister, Franklin C., Co., A-123,124 


Irwin, Neisler & Co., A-51,101 


Kinney & Co., Inc., A-164 
Kremers-Urban Co., A-144 


Lea & Febiger, A-138 

Mark Leach Health Furniture Co., A-141 
Lederle Laboratories, A-108,109,150,151 
Leeming, Thomas & Co., Inc., A-89,91 
Lilly, Eli & Co., A-88 

Lippincott, J. B., Co., A-175 

Loma Linda Food Co., A-90 


Maltbie Lab. Div., (Wallace & Tiernan, 
Inc.), A-15,76,77 
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Massengill, S. E., Co., A-35,36,85,86 
073 Laboratories, Inc., A-46,59,60, 
Mead Johnson & Co., A-53,54,55,56,62,93 
Mulford Colloid Laboratories, A-139 
Mutual Benefit Life Insurance Co., A-10 


New York Pharmacal Co., A-155 
Nordson Pharmaceutical Lab., Inc., A-6,7 


Organon, Inc., A-148 
Ortho Pharmaceutical Corp., A-79 
Osteopathic Foundation, A-99 


Parke, Davis & Co., A-9,21,126,127 
Pelton & Crane Co., A-143 

Pet Milk Co., A-178 

Pfizer, Chas., & Co., Inc., A-44,45 
Picker X-Ray Corp., A-1 
Pitman-Moore Co., A-170,171,172 
Professional Printing Co., A-149 


Quaker Oats Co., A-74 


Reed & Carnrick, A-11 

Riker Laboratories, Inc., Cover III,A-52 
Robins, A. H., Co., A-50,83 

Roche Laboratories, A-22,82 

Roerig, J. B., & Co., A-68 

Rorer, William H., Inc., A-157 


Sanborn Co., A-84 

Sandoz Pharmaceuticals, A-140 
Saunders, W. B., Co., Cover I,A-169 
Schenlabs Pharmaceuticals, Inc., A-27,87 
Schering Corp., A-3,71,105,107,159,176 
Searle, G. D., & Co., A-75 

Sherman Laboratories, A-96 

Shield Laboratories, A-111 
Smith-Dorsey, A-26,30,31,166,167 

Smith, Kline & French Labs., A-57,63,125 
Squibb, E. R., & Sons, A-102,118 
Standard Laboratories, Inc., A-48,49 


~ Stuart Co., A-12,13,23,131 


Tampax, Inc., A-42 
Truform Anatomical Supports, A-70 


Upjohn Co., A-133,134,135,136 


Wallace Laboratories, A-25,117 

Wampole Laboratories, A-4 

Warner-Chilcott Laboratories Div., A-5, 
98 

Warren-Teed Products Co., A-43 

Welch Allyn, Inc., A-168 

White Laboratories, A-14,32,33,47,147,154, 
158,165 

Winthrop Laboratories, A-34 

Wocher, Max, & Son., Co., A-154 

Wyeth Laboratories, A-8,94,95,115,129 


For older patients: - 
mental 
awakener.’™ 


clinical investigators 
report 
benefits safety of 


© ydrochioride 
in (methylphenidate 
hydrochloride CIBA) 


see page > 


*Ferguson, J. T.: J. Am. Geri- 
atrics Soc, 4:1080 (Nov.) 1956. 
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Tar. 


Hypnotic Dose 


od 


3% gr. 
Dose 


ORIGINAL 
CHLORAL HYDRATE CAPSULES 


LYCORAL 


PERMITS FLEXIBLE DOSAGE 
NON -ALCOHOLIC— PALATABLE 


10 gr. Chioral 


per teaspoonful Handy dosac 


NON- BARBITURATE 
HYPO-ALLERGENIC 


Fellows(=) 


pharmaceuticals since 1800 


Detroit * Dallas * Los Angeles 
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BECAUSE HE 
NEVER DELIVERS 


No two babies are exactly alike . . . every baby is an 
individual. Determining the individual needs of the newborn 
is a matter that should be left solely to the baby’s 

physician, who understands those needs best. 


This is why so many physicians rely on evaporated 
milk as an ideal base for infant formulas. 


Flexible beyond any ready-made preparation for infant feeding, 
evaporated milk enables the physician to determine the type 
and amount of carbohydrate, the degree of dilution 

of each baby’s formula. 


Evaporated milk provides the sound base of vital whole- 


milk nourishment with the higher level of protein 


recommended when infants are bottle-fed. 


50 million babies have thrived on evaporated milk. 


PET EVAPORATED MILK — 


PET MILK COMPANY *ARCADE BUILDING ST.LOUIS I,MISSOURI 
A-178 JourNat A.O.A. 
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p-acetamidobenzoic acid salt of 2-di 


The effects of ‘Deaner’ are unlike those of other 
energizers. After coming on gradually, effects are 
prolonged...free from hyperirritability, jitteri- 
ness or emotional tension...free from excessive 
motor activity ...free from loss of appetite... free 
from elevation of blood pressure or heart rate 
...free from sudden letdown on discontinuance 
of therapy. 


‘Deaner’ a totally New Molecule 


has proved to be of value in the alleviation of a wide 
variety of emotional disturbances.! It is indicated in 
e chronic fatigue states 
e mild depression 


28 e chronic headache 
‘Deaner’ produces greater daytime energy, 
Des or o>) xo better ability to concentrate, and a more 
go" se 3 affable mood.? It promotes sounder sleep.? 
In children it enhances adaptability and 
lengthens attention span.’ 
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CALIFORNIA 
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Pfeiffer. C. C.: 2-Di-— 
a Central Nervous Sys- 
tem, Stimulant, Pre-_ 
Research in ‘Nervous 
Mental Disease, 
Oettinger, L., Jr.: Pre- 
sented before the Ameri- 
| 
City, June 14,1958.» 
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Tulsa physicians find 2 special advantages 


in prescribing Serpasil® for hypertension 


Two characteristics of Serpasil influence 
physicians in Tulsa, Oklahoma, when they 
prescribe Serpasil for hypertension: 


1. The rather pronounced central effect of 
Serpasil calms patients whose hypertension 
is associated with frank anxiety or tension. 


2. The heart-slowing action of Serpasil re- 
lieves the tachycardia that so often accom- 
panies high blood pressure. 


Evidence of these advantages of Serpasil is 
found in reports from 450 physicians in the 
U.S. (part of an objective international sur- 
vey* conducted by CIBA). Reports of 871 


patients treated for hypertension with anxi- 
ety-tension show excellent or good overall 
response in 74 per cent. Reports of 261 
patients with tachycardia show excellent or 
good response in 80 per cent. 


When tachycardia or marked anxiety-ten- 
sion are a part of the hypertensive picture, 
Serpasil can help your patient in more ways 
than one. 


Cc I B A summit, N. J. 


SERPASIL® (reserpine CIBA) 


*Complete information about the results of 
this survey will be sent on request. 2/2505 
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